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1.4 OVERVIEW OF THE STATE

Minnesota derives its name from the Dakota Indian word minisota meaning “water tinted like the
sky”, which was what early Native Americans called what is now known asthe Minnesota River’. Itisa
medium-sized state encompassing slightly more than 84,000 square miles, located in the north central part
of the United States, and bordered by the Canadian provinces of Ontario and Manitoba on its north, Lake
Superior and Wisconsin on the east, lowa on its south and North and South Dakota on the west. Also
cdled “Land of 10,000 Lakes’, it iswell-known for its scenic, cultural and recreationa resources. With
all the benefits that accrue from such amenities, plus a strong economy and a highly employable work
force, Minnesota consistently ranks as one of the most desirable and healthy states in which to live and
work.

Created as the Territory of Minnesotain 1849 and admitted to the Union as the 32™ state in May of
1858, the state’ s earliest economies centered on its natural resources of farming, logging and mining.
Today, while it remains a major agricultural producer both nationally and internationally, Minnesota’'s
economy is driven primarily by service sector industries such as healthcare; manufacturing (including
computers, printing and publishing); financing, insurance and real estate; and wholesale and retail trade.

The workforce sustaining this economy comes from an estimated 1999 population of 4,775,508,
making Minnesota the 21% most populous state in the nation.? Seventy percent of this population livesin
the state’ s metropolitan statistical areas (MSAS), which, —as illustrated by the map in Appendix B-
include Minneapolis-St. Paul, Duluth-(Superior, W1), St. Cloud, Rochester, (Fargo, ND)-Moorhead,
(Grand Forks, ND)-East Grand Forks, and (La Crosse, WI)-Houston County.® Residents of the seven-
county, Minneapolis-St. Paul, metropolitan area now comprise 53 percent of the state’s population and
two-thirds of the statewide population increase of 406,599 that occurred between 1990 and 1998 took place
in this seven-county, Twin Cities metro area.* Eleven Minnesota counties and two Wisconsin counties
congtitute the Minneapolis-St. Paul MSA and three-fourths of the 1990-98 statewide increase of 406,599
occurred in this MSA, which means that almost 58 percent of the Minnesota' s population livesin these
eleven counties.® A total of eleven counties in the state had an increase of 10,000 or more people between
1990 and 1998 and nine of them are counties within the Minneapolis-St. Paul MSA.® The state’'s
population increase in the last decade is clearly concentrating itself in these eleven counties. There are dso
counties that lost population between 1990 and 1998. Twenty-one of the state’ s 87 counties lost
population during that time frame and nine of them lost at least 3 percent of their respective 1990
population’.



With two exceptions, these nine counties were all located along the state’ s western border.® (See Appendix
B.2 Minnesota' s County Map).

A.  Characteristics Defining The Needs Of The Entire State Population

The health needs of any state’ s entire population can be described from a limited number of broad-
based themes. For Minnesota, in the year 2000, the dimensions (especially from a MCH perspective) that
best characterize the needs of all Minnesota citizens include a changing statewide demographic profile,
poverty status (especially of children), urban/rural population distribution, and disparities in health status

among the state’' s various populations.

1.  Changing Demographic Profile
Demographically, Minnesota had a relatively homogenous racial and ethnic population for most of
the twentieth century. Thisis changing, and athough the absolute numbers of populations of color are
small, the rate of changeisnot. And, aswith other states, Minnesota also faces other significant
demographic changes such as the aging of its population, concentration of various populationsin its
metropolitan areas, and rising dependency ratios (elderly and children as aratio to the working-age
population). These changes will impact not only the need for and the type of healthcare, but will aso affect
housing, education, business, commerce, employers and socia services.
A few projections, and specific examples or implications for state and local public health agencies
and their MCH programs, of the state' s changing demographics include:°
. An increase in the median age from 32.5 to 41.3 between 1990 and 2025 (it rose to 35.2 in 1998,
according to the US Census Bureau). Corollary projectionsinclude substantial growth in the 45-64
population, significant growth in elderly age groups and a dight drop in the child population 0-14.
While the total number of children 19 and under increased from 1,298,377 to 1,401,305 between
1990 and 1998, the number of children 4 and under decreased from 341,315 to 317,381 in the same
time period.*
C There is a projected substantial increase in al populations of color between 1990 and 2020.
Corollary projections include significant differences in the median age among Caucasians, African
Americans, American Indians and Asian/Pacific ISlanders. Most non-white racial groups will make

up alarger percentage of youth 14 and under than they will of other age-cohorts. For example, state



demographer projections for the year 2005 estimate that 14.2 percent of youth 14 and under will
come from non-white racia groups compared to 8.9 percent of the total population and 3.1
percent of those 65 and older.'* The number of minority students enrolled in K-12 during
the 1988-89 school year was 62,619 or 8.6 percent of all students; a decade later during the
1998-99 school year this number rose to 129,774 or 15.2 percent of all students.*? The
school enrollment data do not distinguish between white Hispanic and black Hispanic, so its
calculation should be greater than that of the state demographer cited above.

International migration added about 7,000 individuals to the state' s popul ation each year
from 1990 through 1994." In 1995 this number increased to slightly more than 8,000; and
in 1996, dightly lessthan 9,000 immigrants from at least 90 different countries settled in
Minnesota.* Not only are the number of immigrants increasing, but the percentage of
immigrants who are refugees compared to the U.S. total is quite high. The Minnesota
Planning Agency estimates that refugees constituted 42 percent (compared to a nationwide
figure of 15 percent) of all state immigrantsin 1996.° Large numbers of refugees from
Southeast Asia arrived in Minnesota in the late 1970's and early 1980's, and again in the
mid-90's. Minnesota schools report 20,371 enrolled students in the 1999-2000 school year
from homes where Hmong is spoken (Minnesota Planning, B.J. Ronningen, email
communication, February 25, 2000). Some state analysts speculate that half of all Somali
immigrants in the U.S. reside in Minnesota.®® A third example of the influence of
international immigration on the state’s demographics is the three-fold increase between
1990 and 1999 (from 20,231 to 55,888) of the number of school children living in a
household where a language other than English was spoken (Ronningen, February 25,
2000). At least 67 different languages are spoken in these students' homes (Ronningen).

Poverty

Timely, accurate and meaningful data on poverty, especially for children, are difficult to obtain.

According to estimates from the federal census bureau released in February of 1999, the number of

Minnesota children under 18 years of age living in poverty during 1995 was estimated at 11.7 percent for

atotal of 148,434 children and the number of children under 5 living in poverty was estimated at 13.0

percent of that population or 42,729 children.'” Percentage-wise these rates are significantly higher,

6



particularly for children under 5, than the estimate of 8.7 percent of all Minnesotans living in poverty.'®

MinnesotaCare is the state' s subsidized health insurance program that is administered by the
Minnesota Department of Human Services. Internal studies by that agency for state fiscal year 1997
indicate children represented almost 55 percent of all enrollees (99,555) in this program and that 91 percent
of these children were from families whose income level was 200 percent or less of the applicable federal
poverty guideline and 71 percent of the children were from families whose income was at or less than 150
percent of the applicable Federal Poverty Guidelines.™

The Survey of Consumer Finances is a well-respected triennial survey of family finances sponsored
by the Board of Governors of the Federal Reserve.  Whileit is national data that does not provide state-
specific information, its income-specific data is descriptive of MCH program populations and its latest
survey, conducted in 1999, was published in 2000. In terms of constant 1998 dollars, the data indicated
that both mean and median before-tax income increased for all U.S. families between 1989 and 1998 and
also between 1995 and 1998. However, for those families earning less than $10,000, both the mean and
median before-tax income declined between 1989 and 1998 and remained unchanged between 1995 and
1998.%° Trends for familiesin the $10-24,999 range are more mixed: both the median and mean before-tax
income increased between 1989 and 1998, but both declined between 1995 and 1998.2 The study did
indicate that the proportion of families comprising the survey sample whose family income was less than
$24, 999 dropped from 39.0 percent in 1989 to 37.4 percent in 1998 and the study did not measure the
potential impact of eligibility for the federal Earned Income Tax Credit which would improve family
finances for low-income families. However, these are the income ranges of populations served by MCH
programs of local public health agencies and the Federal Reserve study suggests no appreciable changein
family poverty status, and thus by implication, the numbers of children living in poverty from the 1999
estimates by the federal census bureau which were based on 1995 data.

A fourth and more direct measure of childhood poverty in Minnesotais the level of participation of
public school studentsin the state’s K-12 free school lunch program. Free school lunches are available to
children in families whose income is at or less than 130 percent of the applicable federa poverty level and
reduced-price school lunches are available to children in families whose incomeisat or less than 185
percent of the applicable federa poverty level. The number of children digible for free school lunches has
risen from 133,204 or 17.4 percent of K-12 students in the 1991-92 school year to 163,147 (19.3 percent)
in the 1997-98 school year; 160,547 (18.95 percent) in the 1998-99 school year; and 156, 212 (18.5

percent) in the 1999-00 school year.?? The number of students eligible for reduced-price school lunch rose



from 45,421 (5.9 percent of the K-12 population) in the 1991-92 school year to 62,805 (7.4 percent) in the
1998-99 school year and 63,542 (7.5 percent) in the 1999-00 school year. 2 In both the Minneapolis and
the St. Paul school districts, the number of K-12 students eligible for the free school lunch program is over
50 percent for the 1998-99 and 1999-00 school years.

3. Urban/Rural Contrasts

Rural Minnesota is characterized by low population densities, a greater proportion of the elderly
and lower income levels and these differences become further complicated and defined by factors such as
geography, transportation, the state’ s size and its climate.

The Minnesota Planning Agency estimates 28 percent of Minnesotans livein rura areas® Rural
population is defined as the population not living in an urbanized area which is defined as the six central
cities of Minneapolis, St. Paul, Duluth, St. Cloud, Moorhead, and Rochester and “their densely settled
suburbs’ plus people living in cities of 2,500 or more located outside of an urbanized area.®® This definition
issimilar to the definition of rural Minnesota in the health insurance study described below.

In arecently released report on health insurance in Minnesota, the report’ s authors divided the state
into three parts: Minnesota counties of the Minneapolis-St. Paul MSA (Twin Cities Metro), all other
Minnesota counties in aMSA (other Metro), and the remaining non-M SA counties (non-Metro). The non-
MSA counties closely parallel, but are not identical to, the state planning agency’ s definition of rural
Minnesota. The study concludes that “alarger portion of the population in rural counties than in metro
counties are covered by Medicare’; viz. 15.0 percent in non-metro versus 11.8 percent in other metro
counties and 10.5 percent in Twin Cities Metro counties®. This greater percentage of the population that
is covered by Medicare means that rural health care providers (and aso the communities in which they live)
are more dependent on Medicare revenues than their colleaguesin metro areas. This pattern aso appears
to hold for other publicly funded programs such as the state’'s Medicaid program and its MinnesotaCare
program. These higher rates of Medicare enrollment and of poverty are significant to the rura population
because Minnesota is a state where health and social services are delivered and partially financed through
county political structures. In addition, significantly larger proportions of metro residents have group or
employer-based insurance than do rural residents (73.3 vs. 59.1 percent) and more rural residents have
individual coverage than do metro residents (6.6 vs. 3.7 percent).?’

The northwestern, northeastern and southwestern portions of the state are the regional areas with

the highest percentage of their populations enrolled in the Medicare program.?® Minnesota counties with



the greatest overall percentage of poverty (comparable to the statewide figure of 8.7 percent) among their

residents tend to be located in the northwestern and northcentral part of the state.®,*

4, Disparitiesin Health Indicators

Although Minnesota ranks favorably on most health measures it has significant disparitiesin health status

and health outcomes among various population groups:

C Rankings by private sector insurance interests consistently rate state residents as among the
healthiest in the nation. Y et people of color in the state are at greater risk of heart disease, cancer,
stroke, diabetes, homicides, suicides, and unintentional injuries.

C The life expectancy of its resdentsis the second best in the nation. Y et the self-reported suicide
(ever) attempt rate among its 12" grade male youth is 9 percent and among its 12" grade female
youth is 15 percent.*

C Median household income in 1997 dollars of $41,482 (1995-7 average) is the seventh highest in the
nation.* Yet 8.7 percent of itstotal population and 13.0 percent of its children under 5 live below
the poverty level 3

. Overdl infant mortality rates are consistently well below the national average. Y et the average
rates for African Americans and American Indians are three times as high as other racial and
ethnic groupsin the state.®

. The percentage of low-birthweight newborns is also consistently among the lowest in the nation.

Y et large disparities exist with percentage of singleton births under 2,500 grams between African
American newborns and other racial and ethnic groups.®
. Pregnancy rates among 15-17 year-olds are decreasing. Yet theratesfor Native-American teens

and African-American teens remain 3 to 4.5 times higher, respectively, than the overall average.*

B. Hedlth Care Delivery Environment

Financial Access

The state continues to maintain one of the lowest rates of uninsured populations in the nation; and
unlike the rest of the country, the state’ s uninsured rate has remained significantly unchanged since 1990
although the profile of its uninsured has changed since then.

Estimates of the number of uninsured people in the state vary according to specific data sources,

ranging from 5.2 percent to dightly more than 9 percent. Minnesota-specific studies conducted in 1990,



1995 and 1999 indicate the uninsured rate was 6.0 percent in both 1990 and 1995 and 5.2 percent in
1999.% National data from sources such as the Current Population Survey (CPS) estimate the uninsured
rate at the higher level of 9 percent.*® (The CPS two-year, 1997-98 estimate of uninsured Minnesotansis
9.2 percent.) Analysisof the 1999 study by the Health Economics Program of the Minnesota Department
of Health reveals that children 17 and under made up a smaller proportion of the uninsured in 1999 than
they did in 1990 or 1995 (16.5 vs. 25.0 and 18.2 percent, respectively) and that this pattern holds true
when children’ s age cohorts are divided into birth through five years and six through seventeen.”® In
addition, the overall rate of uninsured children declined from 5.3 percent in 1990 to 3.4 percent in 1999.
An important trend observed from the state-specific studies is a decline in the proportion of long-term
uninsured who are children. In 1990 almost 29 percent of the long-term uninsured (defined as being
without insurance for 12 months or longer) were children under the age of 18; by 1995 this figure had
fallen to 17.4 percent and in 1999 it fell to 14.6 percent.** It isimportant to note, however, that while the
percentage of children who lacked health insurance for twelve months or more decreased during this time
frame, the proportion of those who were uninsured for part of ayear who were children remained
unchanged between 1990 and 1995 at 26 percent but then declined to 22 percent in the 1999 study.*
According to 1997 data compiled by the Health Economics Program of the Department of Health,
two-thirds to 70 percent of the state’s population had private sector health insurance and approximately 25
percent of the state’ s residents had insurance either through Medicare (14% ) or through one of the state’s
three publicly funded programs (Medical Assistance or Medicaid [8%)], MinnesotaCare [2%], and General
Assistance Medical Care [#1%]).* The remainder of the population was uninsured. Self-insured (ERISA)
plans cover 29 to 32 percent of al state residents or about 43 percent of those Minnesotans with private
health insurance, a percentage figure that has remained stable since 1994.* In 1997 amost one-half of
enrollees in self-insured plans were in plans administered by HMOs compared to 20 percent in 1993 and
enrollment in HMOs of Minnesotans in private, fully-insured plans rose from 48 percent to 55 percent in

that 1993-97 time period.*

2. State Funded Programs
Minnesota provided health insurance coverage for 645,000 state residents at some point during
1999 through its Medical Assistance (MA or Medicaid), General Assistance Medical Care (GAMC), and

MinnesotaCare programs.*®
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Medicaid or Title XIX
Medical Assistance (MA) isthe state’'s Medicaid program and provides acute, chronic and long-

term care services to low-income seniors, children and families, and people with disabilities. Families,
children and pregnant women account for 68 percent of Minnesota s MA enrollees and 22 percent of its
expenditures.” Program expenditures for state fiscal year 1999 totaled $2.9 hillion with the federal/state
contribution ratio set at 51.5/48.5.% Enrollment as of December, 1999 was estimated at 361,633 including
200,092 children under 21.*° Comparable figures for December, 1998 were 365,000 including

202,000 children under 21; and for December, 1997 were 381,000 and 214,000 respectively (Minnesota
Department of Human Services, G. Hoffman e-mail communication, April 4, 2000).

The state currently operates its Medicaid program with five Section 1915(c) home and community-
based waivers, one Section 1915(b) freedom of choice waiver, and three Section 1115 waivers. The three
Section 1115 waivers include a waiver to permit implementation of performance based contracting for
ICF/MR services, the Minnesota Senior Health Options waiver or MSHO, and the state’ s waiver for its
Prepaid Medical Assistance Program (PMAP) asit was originally called or the MinnesotaCare Health Care
Reform Waiver (or PMAP+) asit is now called.

The most important Medicaid 1115 waiver is the state's PMAP+ waiver. The Prepaid Medical
Assistance Program (PMAP) began in 1982 when Minnesota was selected by the federal Hedlth Care
Financing Administration (HCFA) as one of five original states to implement managed care for non long-
term care services for designated Medicaid populations on a prepaid, capitated basis. Medicaid
populationsinitially covered by the PMAP program included families with children, elderly, and persons
with chronic illness or physical disabilities (including blindness). The state disenrolled the blind and
disabled populationsin late 1987 because of policy and operational issues.

Changes that occurred over time included expansion of the program statewide, simplification of
some MA dligibility requirements, federal financial participation for coverage of pregnant women and
children in the MinnesotaCare program (described later in this section), and expansion of PMAP covered
populations to include &) children eligible for MA under TEFRA to coincide with enrollment of persons
with disabilities into managed care, b) children in foster care placement, ¢) children eligible for MA
through subsidized adoptions, and d) on a voluntary basis, children who are seriously emotionally disturbed
and who are dligible for MA-covered targeted case management.®® As of December 1999, 58 of
Minnesota s 87 counties were participating in the PMAP+ program and the remaining counties were

awaiting federal (1115) approva for aform of managed care called county-based purchasing.
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A 1997 state law authorized all counties to choose the type of Medicaid managed care model to be
implemented in their county: either PMAP or County-Based Purchasing®. County-based purchasing
would allow counties (instead of the state) to purchase and/or provide comprehensive Medicaid services on
arisk basis contingent upon federal 1115 approval. A hybrid of the PMAP+ and county-based modelsis
called “Enhanced PMAP’ in which the state still purchases health care services, but the county becomes
more of a partner in selecting contractors, RFP requirements and in provider negotiations. 1n 1999 the
number of counties electing to participate in the PMAP+ program rose to 55 and the numbers choosing
enhanced PMAP wasthree. Thirty-one counties (including two presently in PMAP+) have indicated their
preference to opt for the county-based purchasing model, but HCFA has not issued the 1115 waiver to
permit this model to proceed.>® As of February, 2000, the twenty-nine counties that elected county-based

purchasing but are not currently on PMAP+, remain on fee-for-service Medicaid.

MinnesotaCare

Minnesota began its health care reform activities in 1988 with authorization of the Children's
Health Plan (CHP).>* CHP was a state subsidized insurance plan that provided coverage only for
outpatient health services to low-income children over the age of one and under the age of 9 who were
ineligible for Medical Assistance or GAMC and whose family income did not exceed 185 percent of the
applicable poverty guideine. The upper age limit was subsequently extended to 17. 1n 1992 the State
began to intensify reform activities when it passed its first major health care reform legidation now known
as MinnesotaCare.

Building upon the principles of the CHP, the 1992 legidation authorized, among many other
reforms, a subsidized health insurance program for adults as well as children (now defined as under the
age of 21, including the unborn child of a pregnant woman) and also expanded coverage to include
inpatient hospital services.> MinnesotaCare is a state subsidized program funded by state taxes, enrollee
premiums determined on a diding-fee schedule and enrollee co-payments. It was initiated in October of
1992 and as of December, 1999 had an enrollment of 112,088 of whom 57,075 were children.>® Families
with children are eigible for the program on adiding-fee scaleif their family income is less than 275
percent of the applicable family Federal Poverty Guidelines (FPG). Currently, single adults and adult
families without children are dligible on a diding-fee basis at up to 175 percent of FPG. Other digibility
criteriaaso apply. The entire program was converted to managed care in the latter half of 1996. Federa

financial participation is claimed for pregnant women and for children using the income standard of 275
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percent of poverty with no asset standard. Covered benefits for these two populations are the same as those
provided for under the Medical Assistance (Medicaid) program.

Erosion or crowd-out barriers consist of essentially three eigibility provisions. First, children,
families and pregnant women must be permanent residents; families without children must not only be
permanent residents, but also must have resided in the state for six months prior to enrollment. Second,
individuals cannot have had other health coverage for four months prior to enrollment except for children in
families with income at or less than 150 percent of FPG or for individuals making a transition to
MinnesotaCare from MA or GAMC. Thethird eigibility provision denies, with certain exceptions,
eigibility for individuals who have had access to employer subsidized insurance (50 percent or more of

premium cost) in the 18 month period prior to enroliment in the MinnesotaCare program.

General Assistance Medical Care (GAMC)

GAMC isadtate and locally funded program that covers acute care services for residents not
categorically eligible for MA but who meet income and asset standards comparable to the medically needy
standards of the MA program. Individuals who may be eligible include non-citizen children, persons who
are incapacitated or of advanced age, undocumented and nonimmigrant persons. Program enrollment as of
December, 1999 was 22,419 including 596 children. The program provides coverage for the same health

services offered by the MA program except for long-term care, home care or personal care services.

Childrens’s Health Insurance Program (CHIP) or Title XXI

In September of 1997 the Minnesota Department of Human Services convened a statewide
stakeholders group to begin discussion of a Title XXI plan. Thisdiscussion ultimately resulted in
legidation signed by the governor on April 9, 1998.% This law directed the Department of Human Services
to request Title XXI funding for the following three areas:

. Expansion of the Medical Assistance income standard for children under age two from 275 percent
to 280 percent of Federal Poverty Guidelines;

. Expenditures for children enrolled in MinnesotaCare, and other services and administrative
activities that may be eligible for enhanced funding which would require Title X XI waivers from

. The 10 percent cap on expenditures for specia hedlth initiatives, direct payments to

providers and administrative costs.

. The definition of “targeted |ow-income children” so that enhanced matching funds would

13



become available for children with family income above mandatory MA income standards.

. Premium and cost-sharing requirements so that the MinnesotaCare program would

continue its stability.

. Certain maintenance of efforts requirements. and,

. A proposa to subsidize employer-based insurance for children of employees who are ineligible for

MinnesotaCare due to the availability of employer-subsidized insurance.

The expansion of the income standard for children under the age of two to 280 percent of poverty
guidelines was approved by the U.S. Department of Health and Human Services as a Medicaid expansion
under Title XX1 in July of 1998. The dtate’s request for waivers from Title X X1 requirements to enhance
matching funds for children enrolled in MinnesotaCare and for other health initiatives was denied at that
time because HCFA decided that waivers of Title XXI were premature in the first year of the program.
The proposal to subsidize employer-based insurance was reviewed by the Legidative Commission on
Health Care Access, aten-member legidative oversight commission comprised of state senators and
representatives, in December of 1998 and rejected. Bills were introduced in both the House and the Senate
in the 1999 legidative session proposing the subsidy, but none were passed. In March of 2000, the state
submitted a second waiver request to HCFA focused on expanded enrollment of its MinnesotaCare
program, presumptive eligibility for that program and cost-sharing compatibility with Title XXI limits. To
date, there has not been any formal response from HCFA.

3. Private Sector TrendsManaged Care

The vast majority of health care delivered in Minnesota occurs within the private sector. Several
trends in health care delivery and financing are important in understanding the rel ationships between the
private and public sector. First is the substantial amount of managed care growth that has occurred in the
last few years combined with the interplay commercial managed care and Medicaid managed care have on
one another and on a health plan’s overal financial performance. About 60 percent of Minnesotans were
enrolled in some type of managed care plan in 1990 and by 1995 this had increased to 80 percent. Between
1993 and 1997, the enrollment rate in HM Os of employed Minnesotans increased from 25 to 31 percent,
enrollment in preferred provider organization/point of service arrangements increased from 38 to 59 percent
and enrollment in indemnity plans decreased from 37 to 10 percent.>’

It isthe state’ s goal isto continue to reduce the number of its residents who do not have health

coverage.®® A complementary statewide goal is to expand delivery of servicesto Medicaid recipients
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through managed care. As noted above in the discussion on the state’s Medicaid program, 58 of
Minnesota s 87 counties are already participating in PMAP+ with the remaining counties (including 2 of
the 58) waiting for federal 1115 approval to implement county-based purchasing. Also as noted abovein
the discussion on MinnesotaCare, that program was converted in its entirety to managed care by the end of
1996.

This predominance of managed care now has many forces further shaping and refining it. A
sizable portion of the state’s managed care market share is controlled by licensed HMOs. The state
estimates that HM Os enroll about 50 percent of the state’s population that is covered either through
contracts with self-insured employers or through contracts for fully-insured (commercial) plans.>® This
would trandate to approximately one-third of the entire population and does not include popul ations served
by other managed care types of delivery such as PPOs. The revenue streams of licensed HM Os have been
under substantial stressin the last four years because of intense premium and market share competition in
the commercial HMO area. (The state does not collect data from HMOs in their roles as third party
administrators or as a delivery system for an ERISA plan, nor doesit collect data on PPOs.)
Consequently, premiums have increased accordingly. While no systematic data exists across all
populations, data on state employee group health premium costs indicate a 6.7 percent increase in 1997and
a10.1 percent increase in 1998. Commercia premiums rose by 8.1 percent in 1998 for the state’s HMOs.
Increases in 1999 for the small group market range from 9 to 28 percent for the HM Os.%°

Although most plans have experienced aloss on their fully-insured and Medicare-risk productsin
the last few years, they have had a net profit because of earnings from investments and profits earned on
Medicaid managed care plans (PMAP+). However, pending changes (e.g. county-based purchasing and
direct contracting) may have significant impact on the level of profits of managed care plansin the
Medicaid and Medicare areas which would lead to greater pressure to increase premiums for fully-insured
populations.

In addition, the impact of the provisions that both the Balanced Budget Act of 1997 and the BBA
Refinement Act of 1999 (P.L. 106-113) will have on Medicare managed care and the concept of direct
contracting for Medicare enrolleesis not completely understood in the state. The impact of many of the
changes due to the BBA of 1997 in Medicare, Medicaid and S-CHIP, and now the 1999 BBA, and the
interrelationships among one another of those changes are only beginning to have their presence felt in the
state’ s marketplace.

There is a private sector direct contracting initiative being undertaken in the Minneapolis/St. Paul
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metropolitan area by the Buyers Health Care Action Group (BHCAG). This group is acodalition of 26
self-insured employers that hel ped to support a number of reformsin the early 1990's, including the
concept of vertical integration between insurers and providers. By 1995-96, however, it had become
concerned about the magnitude of the consolidation of health plans, insurers, hospital and physician
systems that had occurred in the state and, in particular, the Twin Cities. Asaresult, BHCAG signaed its
intent to contract directly with small groups of providers on behalf of its members employees and their

dependents in amanner that it believes will not jeopardize the employers’ self-insurance status.

C. TitleV Program Role
Therole of the Title V program in the state’ s health care delivery environment is to assess the
health needs of mothers, children, and their families and to use that information to effectively advocate on
their behalf in the development of policies concerning organizational and operational issues of hedth
systems, and to advocate for programs and funding streams which have the potential to improve their
hedlth. The state’s Title V program does have a significant assurance role. However, as explained in the
previous section the need for it to engage in safety-net medical services delivery isvery limited.

The Division of Family Hedlth in the Minnesota Department of Health (MDH) administers,
coordinates and supports many activities addressing materna and child health, including the Title V Block
Grant. The maternal and child health responsibilities of the Division include statewide planning and
coordination of services through the acquisition and analysis of population-based data, the provision of
technical support and training; coordination of various public and private efforts; and support for targeted
preventive health services in communities with significant populations of high risk and low income families.

Program goals described in a later section are accomplished through partnerships with both state
and local level agencies. The Department has interagency agreements with the Department of Human
Servicesrelated to Title V/Title XIX activities, and aso partners with loca Community Health Boards, the
Departments of Children, Families and Learning; Economic Security; Corrections; and Public Safety. ( See
Appendix C. State of Minnesota Quad-Agency Interagency Agreement related to coordinated service for
Minnesotans who are deaf, blind, and hard of hearing.)

D. Current Departmental  Prioritied/Initiatives - Title V Program Involvement
Asthe Minnesota Department of Health positions itself for the next four to ten years, its priorities

will be shaped by legidative and gubernatoria direction as well as community- and population-based health
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issues. The current governor, Jesse Ventura, has directed that afour part initiative be undertaken
throughout all levels of state government called “ The Big Plan”. Its four components include building
healthy, vital communities; self-sufficiency of state residents; state government dedicated to service; and a
dtate that is competitive in the world’'s marketplace. Within the many sub-initiatives of these four
components is one on health system reform focused on producing better health status for al Minnesotans.

In 1999 the Department adopted a set of strategic directions on issuesit felt to be crucia to ensure
avital and healthy Minnesota.®* These issues include elimination of disparitiesin health status,
improvement of the readiness of the department’ s response to emerging health threats, reduction of tobacco
use and improvement of the health of Minnesota s youth, bringing the community together on state public
health goals and preparing the state for the next wave of health care reform.

Throughout 1998 the Department undertook an effort to revise the state' s public health goals and
objectives®? Title V program staff were actively involved and a significant number of the goals relate to
materna and child health and are thus being addressed by Title V program activities. (See Appendix D.,
Healthy Minnesotans Public Health Improvement Goals 2004).

Following development of the public health goals and objectives, the Department published
Strategies for Public Health, which isacompendium of ideas, experience and research offered to help
local public health and other community agencies achieve the objectives of Health Minnesotans, 2004.%
Title V staff were actively involved in the devel opment of the strategies document.

An analysis conducted in late 1999 documented the significant extent to which Title V isinvolved
in activities related to the Department’ s strategic directions and public health goals. In particular, the state
Title V program is significantly affected by the disparitiesissue. Minnesota consistently scores high on
rankings of state's measures of health status. However, as noted previoudly this status is not equally
shared among its racial and ethnic populations and very large disparities exist in indicators of infant
mortality and teen pregnancy. In 1999 Title V program staff, in partnership with the Department’ s Office
of Minority Health, developed an application to the Centers for Disease Control and Prevention (CDC) for
aREACH (Racial and Ethnic Approaches to Community Health) demonstration grant. The grant was
awarded by CDC to establish a community-based planning process to develop a comprehensive action plan
for systems change related to reduction of infant mortality in the African-American and American-Indian
communities residing in Hennepin (Minneapolis) and Ramsey (St. Paul) counties. In addition, the Title V
program co-sponsored a symposium in mid-1999 to address the adolescent pregnancy rate among African-

American adolescents, which is among the nation’s highest and has subsequently supported follow-up
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activities by the Office of Minority Health.

Although the Title V program has many partnershipsit continues to give particular attention to its
relationship with local Community Health Boards and is involved in a number of collaborative activitiesto
strengthen and enhance communications. In the area of disparities, the state Title V program was actively
involved in planning for the Healthy Start grant awarded by the federal Maternal & Child Health Bureau to
the Minneapolis Department of Health and Community Services to address the same goa asthe REACH

grant.

E. Decision-Making Process In Face Of Competing Factors

There are anumber of ingtitutionalized forums that alow the commissioner of health, and the
Family Headlth Division director to remain up-to-date on the socia, political and economic dynamics
affecting health care issues. Some of them are described more extensively under the State Agency
Coordination section and in other sections of the application. All of the groups described below provide for
a statewide perspective of various stakeholders on different policy issues which affords the Title V director

anumber of different vehicles for defining problems and policy and for feedback on recently enacted

policy.

1 Health Steering Team (HST)
The HST consists of the health department’ s Executive Office staff and the division directors. It
meets every two weeks to provide input into departmental policies, determine priorities, and to identify and

resolve issues.

2. State Community Health Services Advisory Committee (SCHSAC)

The SCHSAC is a standing advisory committee comprised of county commissioners and local
community health administrators. It meets at least four times ayear and its purpose is to advise the
commissioner of health on al matters relating to the devel opment, maintenance, funding and evaluation of
the local public health system. In addition, each year the SCHSAC forms 3-5 work groups comprised of
local public health experts to address topics of pressing interest to local public health agencies. It dso

sponsors an annual statewide conference for state and local public health professionals.

3. Maternal and Child Health Advisory Task Force (MCHATF)
The MCHATF is another standing advisory committee that assists the Commissioner of Health on
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selected policy issues. It isa 15 member group equally represented by consumers, maternal and child
health professionals, and community health agency members with ex-officio representation from the
Minnesota Department of Human Services, the Minnesota Department of Children, Families and Learning
and the University of Minnesota MCH Program. Its purpose isto advise the Commissioner, the Division
Director and the Title V program on the health status and health care needs of mothers and children. It too,
forms work groups to address issues or topics that are of particular concern. (See more detail in section
1512A)

4, Rural Hedlth Advisory Committee
This health department advisory committee consists of legidlators, rural providers, and consumers.
Its purpose is to advise the Commissioner and other state agencies on rural health issues and rural health

planning. It too carries out its responsibilities through work groups.

5. Minnesota Health Improvement Partnership (MHIP)

The MHIP is abroad coalition of statewide health care organizations including health plans,
professional associations, and consumer advocacy organizations. It was formed to advise the
Commissioner and Department of Health on activities that could advance the vision of health as a shared
responsibility and to develop coordinated public, private and non-prafit efforts to improve the health of
Minnesota residents. Asapart of its workplan, an Adolescent Health Services Action Team is mesting to
review current state and national recommendations and reports regarding the delivery and financing of
health services for adolescents, assess the extent to which the recommendations have been implemented in
Minnesota and identify barriers to implementation, and make recommendations to assure a solid continuum

of clinical and community based health services for this population.

6. Title V/Title XIX
The senior program managers for the Title V and the Title X1X programs meet periodicaly to
discuss maternal and child health issues and proposed changes in their respective programs and concerns

due to changesin federal and/or state policy. The Title XI1X agency is also the designated Title XXI
agency.
7. Divison Management

The Division Managers and the Section Managers of the Division of Family Health meet on a
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bi-monthly basis to resolve immediate operational issues and to discuss and define long-range issues.

1.5 THE STATE TITLE V AGENCY
1.5.1 STATE AGENCY CAPACITY
1.5.1.1 ORGANIZATIONAL STRUCTURE

A. Minnesota Department of Health

The Minnesota Department of Health (MDH) is one of the major administrative agencies of state
government. Its Commissioner of Health is appointed by the governor with confirmation by the state
senate. The Commissioner serves at the pleasure of the governor. Minnesota Statutes, Chapter 144
contains the state law specific to the Minnesota Department of Health including its overall authority and
many detailed requirements such as those related to vital statistics, health records, consent of minors for
health services, lead absorption, children’s camps, hospital regulation, etc. State law imposes upon the
Commissioner the broad responsibility for the development and maintenance of an organized system of
programs and services for protecting, maintaining, and improving the health of the citizens of Minnesota.
The Department is charged directly by state or federal law to perform four types of functions. These are:
1) to provide direct services, either to the public or to institutions which serve the public; 2) to provide
consultation, training, and technical servicesto local health agencies and various professional groups
working in public health-related fields or in occupations which can affect those working in public health-
related fields or in occupations which can affect the health of the public; 3) to monitor local health agency
programs which are subsidized by the state or supported with federal funds to assure effective and efficient
delivery of services, and 4) to receive federa funds designated for public health and prevention purposes
and distribute them to state and local programs in accordance with federal requirements and state health
priorities.

The MDH is organized into an Executive Office and three Bureaus. Within the Bureau of Family
and Community Hedlth is the Division of Family Health which is responsible for “the administration of
programs carried out by alotments under Title VV”. The Division is organized into the Director’s Office
and five sections all of which engage in maternal and child health activities: Maternal and Child Hedlth
(MCH), Minnesota Children with Special Health Needs (MCSHN), Center for Health Promotion,
Supplemental Nutrition Programs and the Tobacco Prevention and Control Section. Appendix E.1
contains organizational chart of the Minnesota Department of Health and E.2 the Division of Family
Health. See Appendix F. Maternal and Child Health Act - Minnesota Statutes.
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Other specific statutes related to the Title V programsinclude: Family Planning M.S. 145.925,
GeneticsM.S. 144.91 & 2, M.S. 144.125, 6& 8, and Infant Mortality M.S. 145.90.

B. Community Health Boards
The delivery of primary and preventive health care services by local government in Minnesota occurs
within a framework governed by “Community Health Boards. The Boards themselves are comprised of

elected officials, either county commissioners or city council members, although the

Boards have the authority to appoint non-elected officialsto the Board. The Boards provide policy
formulation and oversite of the local public health administrative agencies which are responsible for
conduct of public health core functions and delivery of community public health services directly or
through contracts. Program services include disease prevention and control, emergency medical services,
environmenta health, health promotion, home health and family health. There are 50 Community Health
Boards in the state including 22 single-county boards, 66 counties cooperating in 23 multi-county boards,
four cities, and one city-county board.

Boards must comply with a number of statutory requirements including a comprehensive assessment
of the health status of the population for which the Board is responsible. Thisis done on afour year cycle
with the resulting community health plan updated two years later. Budgets are prepared annually. This
infrastructure provides for a community-based decision-making process based on a needs assessment with
state leadership and support. The process recognizes differences anong communities and provides a
flexible range of responses. Core funding is provided by an ongoing state subsidy. However local funding
isthe major funding source. (19 million state subsidy, $70 million local tax levy. Balanceis grants, 3¢
party payments, fees, etc. totaling approximately $250 million annually.)

In keeping with the requirements of state law, two-thirds of the MCH block grant is allocated to the
state’ s 50 Community Health Boards through a formula.

C. Maternal and Child Health Special Project Grants Program

The Maternal and Child Health Special Projects (MCHSP) grant program was created in 1985 to
distribute two-thirds of Minnesota's share of the federal MCH Title V Block Grant and an appropriation of
state general funding to Minnesota' s Community Health Boards.® MCHSP funds provide core funding for
support of local public health infrastructure focused on the improved health of mothers, children, and their

families. The program also targets funds to serve high-risk and low-income individuals in four statewide
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priority service areas: improved pregnancy outcomes, family planning, children with handicapping
conditiong/chronic illness, and childhood injury prevention. Additionally, certain child and adolescent
health services are authorized for the cities of Minneapolis and St. Paul and the counties of Goodhue and
Wabasha.

Over the last few years, severa changesin maternal and child demographic data and risk factors
have occurred and the MCHSP funding formula was determined to be in need of revision. Accordingly, in
1998 awork group of the Maternal and Child Health Advisory Task Force was formed to develop
recommendations for updating the funding formula. The result included recommendations for a new
formula, a new funding floor, and policy changes including authorization to provide child and adolescent
health services statewide. This recommendation was accepted by the Commissioner of Health and
introduced into the 1999 legidative session but was not enacted into law.

1.5.1.2 PROGRAM CAPACITY
A description of program capacity within the Division of Family Health follows:
A. Director's Office
The Division of Family Health has a broad and diverse focus of responsibilities and activities which
it undertakes in order to improve the health of Minnesota sindividuals, families and communities. The
Director’s Office is responsible for overall management, administration, and direction of the Division.
Included in this are activities of program planning, development, evaluation, and coordination. The
Division of Family Health Mission Statement is as follows:
The Division of Family Health is responsible for ensuring optimal health outcomes for children,
families, and communities. Its mission is to use science-based approaches to promote the health of all
Minnesotans through out the life cycle by providing leadership in systems development and the
performance of the core functions of public health: assessment, policy development and planning, and
assurance. Activities within the division are accomplished through collaborative partnerships with
community health boards and other local, regional, state and national entities.
The Division Director is an occupational therapist by initial training. She completed a Master of
Science in Public Health degree in 1997 and has had many years of experience in maternal and child health
program administration and planning; policy development and analysis; and interagency collaboration.

Appendix G. contains her biographical sketch. Director's Office staff by funding source include:
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1 FTE Division Director (State) 2 FTE LAN Management Specidists ( State)

2 FTE Assistant Division Directors (State) 1 FTE Oral Health Consultant (State)

1 FTE Research Scientist (Title V) 3 FTE Support staff (State - CDC)

1 FTE MCH Planner (State) 1 FTE Coordinated School Health Director (CDC)
1 FTE Project Consultant, Sr. (State) 1 FTE Coordinated School Health Consultant

2 FTE Project Functional Managers (State) (CDC)

1 Data Capacity Building

A Research Scientist position was created in the Director’s Office 1996 to provide expertise to the
maternal and child health programs to build epidemiologic and analytic capacity within the Division; assist
with the devel opment, implementation, and ongoing assessment of a state-wide, population-based needs
assessment system; assist with interpreting data and trand ating data into policy; enhance and develop
Division capacity to monitor, track and evaluate population health status and programmiatic interventions;
and establish linkages with and between public and private agencies that collect data on the maternal and
child populations. Since then capacity has been added to the MCH and MCSHN Sections of the Division

resulting in ateam approach to these research issues.

2. Denta Health
Denta Health is a one person program that provides oral health training, technical consultation,
and educational materials to Community Health Boards, schools and the general public. This program aso

works with the Department of Human Services in areas of dental policy and access issues.

3. Suicide Prevention

A Project Consultant Senior position was created in the Director’ s Office in 1999 in response to
the 1999 Minnesota L egidlature’ s direction that the Minnesota Department of Health (MDH) conduct a
study of suicide in Minnesota and, in consultation with alarge group of stakeholders, develop a statewide
suicide prevention plan. MDH submitted a Report to the Minnesota Legidature:  Suicide Prevention Plan
on January 15, 2000 and convened monthly meetings through June 30, 2000 of an ad hoc advisory group
which provided recommendations to MDH on the devel opment and implementation of the state suicide

prevention plan.
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4. Y outh Risk Behavior

The Y outh Risk Behavior Endowment is a new Minnesota Department of Health initiative that will
give local public health agencies an opportunity to address a broad range of youth risk behaviors and the
risk and protective factors that influence these behaviors. The targeted risk behaviors include alcohol and
other drug use; sexual behaviors that may result in pregnancy, HIV and STDs; violence; suicide; physica
inactivity; and unhealthy dietary behaviors. Funding for thisinitiative is provided through the Tobacco
Prevention and Loca Public Health Endowment established during the 1999 legidative session. Funding
will be provided to all Community Health Service agencies through non-competitive grants. Funding for
the first year (July 1, 2000 - June 30, 2001) will be $2.0 million growing to approximately $5 million in
2003.

5. MCH Advisory Task Force

The Maternal and Child Health (MCH) Advisory Task Force was created by the Minnesota
Legidature in 1982 to advise the commissioner of health on the health status and health care services needs
of Minnesota's mothers and children, and the distribution and use of federal and state funds for MCH
services.® Fifteen members are appointed by the commissioner with five each representing MCH
Professionals, MCH consumers, and Community Health Boards. Terms are four years, half coterminous
with the governor's term and half one year later. The Task Force is staffed by a Principal Planner in the
Division Director's Office, and Task Force projects are staffed by appropriate consultant staff of the
divison's sections. Work groups of the Task Force are often convened with a specific charge to bring back
to the full Task Force recommendations made following more in-depth research and discussion. Examples
of recommendations made by the full Task Force and forwarded to the commissioner in this manner
include: development and subsequent revision of the MCHSP distribution formula and refocusing of state
MCSHN program activities to better complement community-based activities, and guidance of needs
assessment process. The full Task Force meet at least four times per year, in addition to members
participation on a variety of related committees. During the full Task Force meetings, members' input is
solicited on priority MCH needs and strategies, and on integrating required Title V activitieswith MDH’s

Strategic Directions, developed under the current administration.

6. Coordinated School Health Project
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The Centers for Disease Control and Prevention, Division of Adolescent and School Headlth
(DASH) isfunding initiatives in sixteen states that are designed (1) to build a coordinated education and
health agency infrastructure to support coordinated school health programs and (2) to strengthen
comprehensive school health education to prevent important health-risk behaviors and health problems.
Minnesotais one of the states funded for thisinitiative and received itsinitial grant in late 1995. The grant
facilitated the creation of a partnership between the Minnesota Department of Children, Families, and
Learning (the fiscal agency and program coordinator) and the Minnesota Department of Health. The MDH
component of the Coordinated School Health Project is a staffed in the Division Director’s Office. The

project was awarded a five year CDC cooperative agreement in December of 1997.

The Coordinated School Health Program (CSHP) is defined as a planned and comprehensive
school-based program designed to enhance child and adolescent hedlth. It is made up of eight components
including healthful school environment; health services; health education; physical education; counseling,
psychologica and social services; nutrition services; parent/community involvement; and health promotion
for staff. The primary premiseis amoddl that involves all aspects in a planned and comprehensive CSHP
that will (1) eiminate program gaps and overlap, (2) provide more effective programming, and (3) improve
the school’ s ahility to enhance the health of children and adolescents.

For CSHP to exist and perform consistently over time, it must be fully institutionalized within state
and local education and health agencies and supported by an infrastructure. Thisincludes a coordination of
programs within and among the state education, health and other agencies so that CSHP receives consi stent
and continuous support within the overall public/community program. TitleV staff have been integral to

the development of the project.

B. Maternal and Child Health

The Maternal and Child Health Section of the Division of Family Hedlth is organized into the
Section Manager's office and four units: Reproductive Health, Child and Adolescent Health
Screening/Health Promotion, Child and Adolescent Health Policy and Support. All but two persons are
based in the St. Paul Central Office. The Section Manager is a board digible public health physician with
over 25 years experience in maternal and child health administration. Other staff within the office include
the staff responsible for fiscal management of the Section and data activities including the Title V needs

assessment and performance measures development and reporting.

25



MCH Section staff, by funding source and unit are as follows:

Section Manager’s Office

1 FTE Section Manager (State)

1 FTE Management Analyst (TitleV & State)
1 FTE Research Scientist (SSDI)

Reproductive Health Unit

1 FTE Infant Mortality Specialist (State)

3 FTE Digparities Project Specidists (CDC)

1 FTE Perinatal Nursing Specidist (Title V)

1 FTE Family Planning / Reproductive Health
Specidist (Title V, Section 510 and State)

1 FTE Family Planning Specidist (State)

3 FTE Abstinence Education Specialists (Section
510 and State)

1 FTE Geneticist (Title V)

Support Unit

3 FTE Support staff (2 State and 1 CDC)

1 FTE Support staff (.25 TitleV, .25 Abstinence
and .5 State)

Child and Adolescent Health Screening/
Promotion Unit

1 FTE Supervisor (Title V)

2.6 FTE Hearing and Vision Specialists (Title V
and SPRANYS)

1 FTE Child Health Nursing Speciaist (Title
XIX)

1 FTE Child Health Nursing Specidlist (Title V)
3.8 FTE Home Visiting Speciaists (State)

Child & Adolescent Health Systems Policy Unit
1 FTE Policy Specialist/Supervisor (Title V)

1 FTE Child Health Specialist (state)

1 FTE Child Care and School Health Specialist
(Title V)

1 FTE Adolescent Health Specidist (Title V)

.5 FTE Child Mental Health (MH) Specidist (.4
stateand .1 V)

1 FTE School MH Project Co-coordinator
(SPRANS)

1 FTE Communications Specidist (Title V)

The Materna and Child Health program strives to improve the health status of children and youth,

women and their families. The MCH Section provides afocal point for influencing the efforts of a broad

range of agencies and programs committed to this goal. The Section supports their efforts by providing

administrative and program assistance to Community Health Boards, schools, voluntary organizations,

community collaboratives, and private health care providers.

In addition to its technical support efforts, the program is also responsible for administering the
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state-funded Family Planning Specia Projects and MN ENABL (Education Now and Babies Later) grant
programs, the Maternal and Child Health Specia Projects grant program funded by federal Title V funds
supplemented by state general funds, the Abstinence Education grants and contracts (Section 510),
contracts for Maternal and Fetal Infant Studies (state), Sudden Infant Desth Syndrome services (Title V),
Home Visiting Program to Prevent Child Abuse and Neglect grants and contracts (state), and Minnesota
Healthy Beginnings (MHB) grants and contracts (state).

The primary functions of the activity have been quality assurance of public sector health services,
assurance of targeted outreach and service coordination for hard-to-reach and high-risk populations, and
community health promation. Increasingly attention is being directed to assessment of health problems and

policy development and planning.

1 Reproductive Health

The Reproductive Health program unit works with health providersto develop quality
preconception, family planning, prenatal, perinatal, and genetics services that increase the potentia for
healthy pregnancies and newborns. This unit assesses needs, devel ops standards, and provides technical
support services, training and public education. It administers the Family Planning Special Projects, MN
ENABL, and Abstinence Education grants programs. The component also assures counseling and
education for patients and family members with known or suspected genetic diseases; assures genetic
consultation, education and diagnostic support to physicians and other health professionals; and partners
with the Public Health Laboratories program for detection of metabolic diseases through newborn
screening. The unit aso includes the Infant Mortality Reduction Initiative (IMRI) and Women's Health
coordination. The Women’s Health coordination provides opportunity for the women's health programs of
the Department to work together so that systems of care serving women are improved. The IMRI
administers contracts and provides support services regarding improved pregnancy outcomes. Thisunit is
also the focus of the “Reaching to Eliminate Health Disparitiesin Minnesota’ Project. This Project,
funded by the federal Centers for Disease Control and Prevention, targets the African American and
American Indian population of Hennepin and Ramsey Counties and seeks to eliminate infant mortality
disparities by 2010.

2. Child and Adolescent Health Screening/Health Promotion

The Child and Adolescent Health Screening/Health Promotion program unit supports accessible
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high quality health and developmental screening and health promotion for al children in the state. Goal's of
the program are adoption of healthy behaviors and assurance of early identification, treatment and
remediation for those with health problems. Services include development of child health screening and
health promation guidelines, provision of training and technical consultation, audiometer calibrations, and
public education efforts. Specific programs supported include Child and Teen Checkups (Minnesota' s
EPSDT program) consultation and training under contract with the Department of Human Services, the
hearing and vision screening program, Denver Developmental Screening Test |1 trainings, Nursing Child
Assessment Satellite Training (NCAST) program, and the scoliosis screening program. The voluntary
universal newborn hearing screening (UNHS) program received funding from HRSA/MCHB for the period
April 1, 2000 to March 30, 2004. The funding will support expansion of UNHS activities especially in
the areas of early intervention and follow-up, provider training and public information. Program activities
will be coordinated with Part C staff from the Departments of Health (MDH), Human Services (DHS), and
Children, Families and Learning (DCFL) aong with other MDH staff and the University of Minnesota
Department of Otolaryngology.

The unit aso includes two home visiting grant programs. The Home Visiting Program to Prevent
Child Abuse and Neglect, originally established in 1992, is a public health nursing program that provides
intensive, long-term home visitation services targeted to families with identified risk factors. The purpose
of this program is to prevent child maltreatment and to promote positive parenting practices. Minnesota
Healthy Beginnings (MHB), established in 1997, is a universally-offered program that provides less
intensive home visitation to al families with newborns, irrespective of income or risk. The purpose of the

MHB program is to strengthen families and to promote positive parenting and healthy infant devel opment.

3. Child and Adolescent Hedlth Policy

The Child and Adolescent Health Policy unit creates afocus for policy and system devel opment
and integration to assure that the health needs of children and adolescents are adequately addressed in
future policy, program and service delivery arrangements. This includes assessment of child and
adolescent health needs and provision of leadership to support health care reform activities and community
collaboratives to develop improved arrangements for the delivery of an array of children's services.
Specific attention is given to promotion of the health and safety of children in child care settings, school
health and adolescent health issues. Support is provided for the Children's Integrated Mental Health Fund
(administered by the Minnesota Department of Human Services) and consultation is provided to state and
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local entities so that funding for services which focus on prevention and the
Staff work closely with Coordinated School Health Project staff in the Director’ s office and Title V policy
staff in the Minnesota Children with Special Health Needs (MCSHN) Section.

The unit has provided staff and resources for the design, implementation and evaluation of the
Y outh Risk Behavior Endowment established by the 1999 Minnesota legid ature with funds from the
Minnesota Tobacco Settlement. This endowment provides funding to local public health agenciesto
address and reduce youth risk behaviors. The program has been designed to integrate healthy youth
development activities with risk reduction strategies, emphasizing the involvement of youth and the

community in all aspects of program planning and implementation.

C. Minnesota Children with Special Health Needs (MCSHN)

The purpose of MCSHN isto improve the quality of life for Minnesota children and adol escents
with special health needs and their families. The MCSHN Section is structured into two units: the
Research/Analysis and Policy Unit and the Community Systems and Development Unit. The Section
Manager position is currently vacant. Interim direction provided by an acting Section Manager and the two
unit supervisors. Staff are located within the centra office (located in St. Paul) except for five field staff
each assigned to one of five out-state district offices.

Professional staff equivalents by funding source are as follows:

1 FTE Section Manager (State) Research and Policy Unit

Community and Systems Development Unit 1 FTE Supervisor (TitleV)

1 FTE PHN Administrative Supervisor (Title V) 1 FTE Research Analyst (TitleV)

5  FTE Public Health Nurse Consultants (TitleV) |1 FTE Data Specidist (Title V)

4  FTE Socia Work Consultants (2 Stete, 2 TitleV) |2 FTE Policy Advisors (State)

3  FTE Headlth Program Aides (Title V) 1 FTE Part C Data Specialist (Part C)
2  FTEClinic Transcribers (Title V) 1 FTE (SAFE a Home Grant)

1  FTE Account Technician (Title V) 1 FTE Principal Planner (Part C)

2  FTE Hedth Program Representative (Title V) 1 FTE Tracking and Follow-Along

1  FTE Speech Pathologist (State) Coordinator (Part C)

6  FTE Clerical Support Staff (5 TitleV, 1 PartC) |1 FTE Specia Project Coordinator (Part C)

Staff includes five persons who have children with special health needs. Their roles within MCSHN
include two policy advisors, the “Safe at Home” grant manager, an information/referral public health nurse
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consultant, and a clinic transcriber.

With the emphasis on core public health functions, the MCSHN Section provides and supports a
variety of services that sustain and enhance community-based systems of care. MCSHN provides
reimbursement for diagnostic and treatment services; medical, developmental and rehabilitative clinic
services throughout the state where comparable services are not available; technical consultation and
training to public and private providers and payers, families and other state and local agency staff; family
support, information and referral; participation on local, regional, and state interagency collaborative
groups, and involvement in or initiation of information, research and policy issues related to the MCSHN
target population.

Diagnostic services are available to any child or youth under age 21 who is a Minnesota resident and
is suspected of having a chronic or disabling condition. There are no family out-of-pocket expenses for this
service. Treatment services are also available to any child or youth under age 21, who has a diagnosed
medically eligible condition and meets MCSHN financia guideines. Adults with hemophilia or cystic
fibrosis may also be eligible. Some families may have a cost-share associated with eligibility. See
Appendix H., Minnesota Children with Special Health Needs, for the factsheet detailing evaluation and
treatment eligibility criteria service information and the MCSHN cost-sharing schedule.

Clinics are atraditional component of the MCSHN program. MCSHN clinics provide quality
medical and rehabilitation assessments for children with suspected or diagnosed special health needs. They
serve to complement local health care and are located in communities where such services are not in
existence. MCSHN clinics are staffed by a multi-disciplinary team or specialist with pediatric expertise.

MCSHN also continues to update and disseminate its condition-specific Guidelines of Care for
Children with Special Health Care Needs which include Asthma, Cerebral Palsy, Cleft Lip and Palate,
Feeding Y oung Children with Cleft Lip and Palate, Congenital Heart Disease, Cystic Fibrosis, Diabetes,
Down Syndrome, Dear and Hard of Hearing, Hemophilia, Juvenile Rheumatoid Arthritis, Muscular
Dystrophy, Neurofibromatosis, PKU, Seizure Disorder, Sickle Cell Disease, and Spina Bifida. A new
guideline on Fetal Alcohol Syndrome and Fetal Alcohol Effect was developed.

1. Community Systemsand Development

The Community Systems and Development Unit (Team) provides awide variety of activities at the
local, regional, and state levels with public/private agencies and families, including information and
referral, child find and outreach, education and training, advocacy, technical consultation, newborn
metabolic screening follow up, and program/policy development._
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2. Research/Anaysis and Policy

The Research/Analysis and Policy Unit (Team) was created to support and help develop the capacity
to collect and analyze data for research and policy issues. It has engaged in a number of interagency
collaborative activities to assess, direct and influence policy decisions which positively impact children with
special health needs. Specific activities and projects for both units are described later in this document.

D. Special Supplemental Nutrition Programs

This Section of the Division of Family Health is comprised of the Special Supplemental Nutrition
Program for Women, Infants and Children (WIC) and the Commodity Supplemental Food Program
(CSFP). These two programs are designed to improve the health and nutritional status of the eligible
popul ations through the provision of healthy foods, nutrition education and health care referrals. The
populations digible for these programs include: pregnant, breastfeeding, and postpartum women, infants,
and children (up to the age of 5 for the WIC program and up to the age of 6 for the CSFP program). The
CSFP program also serves the elderly population (age 62 and above). This Section distributes federal
funds from the United States Department of Agriculture to local Community Health Boards, Community
Action Programs, and Indian tribal organizations to administer the WIC program; and to local food banks
to administer the CSFP program. The services provided by the Section include: program planning,
program administration, breastfeeding promotion, technical consultation, staff training, professiona
education, program assessment and eval uation, nutrition services consultation, detection and resolution of
fraud and abuse and reimbursement of WIC food instruments redeemed by authorized retail food and
pharmacy vendors. About 90,000 persons per month are served. Given that the clients of WIC are often

clients of MCH, there is ongoing coordination between the two sections.

E. The Center for Health Promotion

The Center for Health Promotion (CHP) works to reduce physiological and behavioral risk factors
for cancer, heart disease, diabetes and other chronic diseases that result in premature morbidity and
mortality, and the prevention of substance abuse and intentional and unintentional injuries. The genera
population is at risk for these conditions and programs have been implemented that specifically target
communities, high-risk populations including mothers, children and their families, schools and health care

providers. Programs units of CHP include:

1 Injury and Violence Prevention Unit
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Thismission of the unit isto strengthen Minnesota’ s communities relative to understanding and
preventing injury and violence. The unit manages a Traumatic Brain and Spina Cord Injury Registry,
emergency department surveillance, and a Firearm Injury Registry. Injury prevention programs are

focused on agricultural injury, home safety, sexual assault prevention, and family violence.

2. Diabetes Unit

The mission of this unit is to develop and disseminate effective science-based and culturaly
appropriate strategies for the prevention and control of diabetes and its complications among al
Minnesotans. The unit seeks to reduce morbidity and mortality from diabetes in Minnesota by linking with
and impacting health care ddlivery systems, community systems and the network of internal and external

stakeholders that comprise the Minnesota diabetes community.

3. Nutrition and Physical Activity Unit

The mission of this unit isto shape food and physical activity choicesin positive ways to promote
health and reduce the burden of disease among all people living in Minnesota. Programs include: the
Minnesota5 A Day Coadlition; the Minnesota Governor’s Council on Physical Fitness and Sports; Fitness
Fever; the 5 A Day Power Plus Program; the 5 A Day Supermarket Evaluation Project; the Fitness Fever
Evaluation Project; the Nutrition Surveillance Program; the Cardiovascular Disease Prevention Program;

and the Public and Professional Information Program.

4., Health Education Unit

This unit strives to promote healthy people in healthy communities by making healthy choices easy
choicesfor al Minnesotans. Programs include: Community-based Systems Integration for Tobacco and
Alcohol Prevention, FAS/FAE Prevention Program, Minnesota Healthy Communities, Chemical Health

Promotion, MDH Employee Health Promotion, and the Minnesota Marrow Donor Education Program.

5. Fetal Alcohol Syndrome (FAS) Unit

The mission of the unit is to strengthen the capacity of Minnesota communities to prevent prenatal
exposure to alcohol and other drugs of abuse. The goals of the unit are to determine the extent of FASin
Minnesota, to identify and promote evidence-based prevention and intervention strategies, develop and

implement a multi-media public information campaign, manage community grants, educate professionals,
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and develop public policy.

1.5.1.3 OTHER CAPACITY

See Program Capacity 1.5.1.2

1.5.2 STATE AGENCY COORDINATION

A. Relationship Between State and Local Public Health Agencies
See section 1.5.1.1-B & C.

B. Coordination with Office of Rural Health and Primary Care

The Office of Rural Health and Primary Careisin the Division of Community Health Services
of the Minnesota Department of Health. The Title VV program and the Office of Rural Health and Primary
Care support one another’s mission as well as the goal of the Cooperative Agreement (CA) grant isto
improve access to primary care services for underserved Minnesotans. The Title V program works, in part,
to further efforts of organizations that deliver health services to mothers and children and to provide
leadership for statewide maternal and child health issues. Both parties recognize the need for systems
development to improve the health care of their respective constituencies and agree to support one another

to achieve that goal.

C. Coordination with the Tobacco Prevention and Control Program

The Tobacco Prevention and Control Section (TP&C) isin the Division of Community Health
Services of the Minnesota Department of Health and coordinates and links a variety of state and federally
funded activities targeting youth tobacco use prevention. A major focus this past year has been the
Minnesota Y outh Prevention Initiative. 1n 1999, the Minnesota L egidlature set aside $492 million in
tobacco settlement money from the state' s tobacco lawsuit with a goal of reducing tobacco use among
Minnesota young people by 30 percent by the year 2005. Using the interest earned from the endowment,
efforts are focused on public awareness and education, and community and school-based programs. The

Title V program has supported these efforts at both the state and local level.

D. Coordination with Other State Agencies
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1 Department of Human Services (DHS)

The Title V program and the Department of Human Services (the state’ s designated Title X1X and
Title XXI agency) have along history of collaboration framed by aformal interagency agreement. See
Appendix |., State of Minnesota | nteragency Memorandum of Understanding. Current collaborative efforts
include joint participation in the Children’s Cabinet as well as the Family Service Collaboratives and the
Children’s Mental Health Collaboratives. DHS is represented on the MCH Advisory Task Forcein an Ex-
Officio status and Title V participates on the Medicaid Advisory Task Force. TitleV staff participate in
planning for the Children’ s Health Insurance Plan, Medicaid Pilot Projects for Persons with Disahilities,
TANF-PHN Home Visiting Program as well as EPSDT to name afew. The collaborative activities listed
above are described in more detail in other sections of the annual report and application. Formal contracts
exist which provide DHS funding for staff in the Title V program relative to EPSDT (Appendix J.),
children’s mental health, and services to deaf, hard of hearing, and deaf-blind individuals. Management
staff of MDH and DHS meet on a quarterly basis to discuss issues of mutua interest.

2. Department of Children, Families and Learning

The Title VV program and the Department of Children, Families, and Learning (DCFL) also
collaborate on many projects. Staff of both agencies are actively involved in the Family Service and
Children’s Mental Health Collaboratives. Title V staff and DCFL staff collaborate on numerous programs
and projects including: Family Service and Children’s Mental Health Collaboratives, Part C (formerly Part
H), Coordinated School Health, Early Childhood Screening, pregnancy prevention and abstinence
education programs, Fitness Fever, Minnesota Healthy Beginnings, service coordination (for ages 3-21),
third party billing, a children’s advocate group, and a grant advisory board regarding children with special
health care needs and child care. The above projects and programs are described in more detail in other
parts of the annual report and application. Interdepartmental planning around acohol and other drugs

usage by youth is also occurring. DCFL isthefiscal host for the Interagency STATES Incentive Grant.

3.  Department of Corrections

The Department of Corrections participates with MDH, DHS, and DCFL on children’s mental health
issuesin the state. This relationship has been long standing and children’s mental health issues provide
avenues and linkages to address children’s mental health issues in juvenile correction centers. Title V staff

also collaborate with the Minnesota Department of Corrections on adolescent health issues through the
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Interagency Adolescent Female Subcommittee (IAFS). This group is a subcommittee of the Department of
Correction's Advisory Task Force for Female Offenders in Corrections. The MCH Adolescent Health
Coordinator isamember of the IAFS and provides the adolescent health perspective to its work, assuring

gender-specific programming for girlsin corrections.

4, Department of Public Safety

The MDH Injury and Violence Prevention Unit continues to address the public health problem of
childhood motor vehicle injury by emphasizing correct installation of child safety seats. The unit has co-
sponsored installation training sessions across Minnesota, teaching local hospital staff and public health
professionals current installation techniques and procedures. A recent observational study in Minnesota
found that nearly 80 percent of children in child safety seats were restrained incorrectly.

Collaboration with the Minnesota Center for Crime Victims Services is focused on support of
community-based programs providing assistance to sexual assault victims. Preventive Health and Health
Services Block Grant funds from the MDH are used, in part, to support programs at the Department of
Corrections and its grantees for the prevention of sexual assault. These block grant funds also have
supported Family Health Division activities to develop a sexual violence prevention resource kit for use by

local public health agencies and othersinterested in violence prevention.

5. Children's Cabinet

In addition to its health systems reform initiatives and consistent with national trends, Minnesotais
engaging in many community-based service redesign projects to better serve the needs of children and
remove barriers caused by traditional categorical program approaches. A governor’sinitiative and the
legidature created through statute a children’s cabinet to develop an integrated budget and work plan to
reform and restructure the service delivery system for children and their families.® The mission of the
children's cabinet isto improve the well-being of children and families in Minnesota.

Although inactive in the first year of the Ventura administration, the Cabinet is now meeting every two
months. Eleven state agency commissioners participate in the cabinet including health; administration;
economic security; public safety; finance; transportation; children, families and learning; corrections;
human services; the housing finance agency; and Minnesota Planning which is the state’ s office of strategic

and long-range planning. Staff support for the Children’s Cabinet is provided by the Department of
35



Children, Families, and Learning (DCFL). The Cabinet is currently co-chaired by the Commissioners of
Human Services and DCFL.

6. Children's Mental Health Collaboratives

The primary focus for children’s mental health in Minnesota is the development of a community-
based, unified system of services for the child and family. The Comprehensive Children’s Mental Hedlth
(CCMH) Act requires that counties provide a specified array of mental health servicesto children.®” The
CCMH Act establishes guidelines for development of Children’s Mental Health Collaboratives including
integration of fundsin order to use existing resources more efficiently, minimize cost shifting and provide
incentives for early identification and intervention. This focus on early identification and intervention gives
increased importance to public health agency efforts and expands opportunities for coordination with other
services. Local partnerships with social services, corrections, and education agencies create integrated
systems that improve services to children with mental health problems and provide services for their

families.

7. Family Service Collaboratives

Family services collaboratives were initiated in 1993 by the Minnesota |egislature which mandated
public health’s involvement, recognizing the vital role public health playsin ng and addressing the
health of all mothers and children in communities and the state.®® Included in this initiative were
collaboration grants to foster cooperation and help communities come together to improve results for
Minnesota's children and families. By providing incentives for better coordination of services, Minnesota
hoped to increase the number and percentage of babies and children who are healthy, children who come to
school ready to learn, families able to provide a healthy and stable environment for their children and
children who excel in basic academic skills. Recognizing that no single funding source aloneis responsible
for changing outcomes, a set of statewide core outcomes was distilled from the collaboratives' efforts.
Promoted across systems in 1998, thislist has been included in the work of the STATES Initiative, the
KIDS Data Project, and Minnesota Healthy Beginnings, among others. Many of these outcomes and their
indicators align with the federal/state MCH performance measures; and many others offer future directions
for development of measurement tools, in particular, those with the promotional perspectives of family

support.
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8. I1. Part C of IDEA (Individuals with Disabilities Education Act) -Early Childhood Intervention

Minnesota s Early Childhood Intervention Program (Part C) isajoint initiative of three state
agencies. Health; Human Services; and Children, Families, and Learning (CFL) and local IEICs
(interagency early intervention committees). The Department of CFL is the lead agency in Minnesota.
Through an interagency agreement, the Department of Health receives funding for specific activities and
staff, within the Minnesota Children with Special Health Needs (MCSHN) Section. The Part C health
team works closely with other MCSHN and MCH staff. A MCSHN supervisor provides time to the Part C
project on the mandated State Agency Committee (SAC) and the Governor appointed Interagency
Coordinating Council (ICC).

The Department of Health’'s Part C team provides outreach, information, training, and technical
assistance on health related early childhood topics and issues to families; state, regional, and loca health,
education, and human service agencies; public and private providers and 1EICs (Interagency Early
Intervention Committees). The team has primary lead for public awareness/child find; ongoing technical
support of the Follow Along Program (tracking system for identifying children at-risk); a statewide
information and referral line (central directory requirement); establishing and maintaining an interagency
data system; coordinating a specia research project (Enhanced Follow Up) to conduct enhanced follow up
of children 0-3 “at-risk” for developmenta delay for the purpose of estimating numbers of children at-risk,
service needs and costs and facilitate families access to resources; providing training and technical
assistance on managed care issues, health benefits coordination, and outreach to health care providers on

Minnesota s early childhood intervention system.

9. University of Minnesota

Collaboration between the Title V agency and the University of Minnesota School of Public Hedlth
continues on various research, evaluation and training projects. The MCH program of the School of Public
Health participates in the Department’ s Maternal and Child Health Advisory Task Force and the
Department’s Title V program is collaborating with the school’s MCH program community education
activities. A number of Title V program staff are graduates of the program. In addition, a number of
MPH students have completed internships in the Division of Family Health over the past several years.

10. Coordinated System for Children with Disabilities Aged Three to 21
Asaresult of legidation in 1998, the state has in place alaw mandating a coordinated interagency
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system for children from three to 21 with disahilities, as defined by IDEA, modeled after Part C. The law
requires a phase in of the system, by age groups over five years with the last group of children aged 14-21
phased in by July 2003. Staff from MDH have been actively involved with an 18 member State
Interagency Committee made up of seven state agencies and others, as well as the many workgroups
engaged in identifying barriers and funding sources, establishing policies and direction, designing an
evaluation methodology, and developing products for use by local county boards and school boards
including sample governance agreements and a standardized written plan. These activities will continue
and staff will continue to participate to assure that the system meets the needs of children with special
health needs.

II. REQUIREMENTS FOR THE ANNUAL REPORT

2.1 ANNUAL EXPENDITURES
Please see Forms 3- 5
2.2 ANNUAL NUMBER OF INDIVIDUALS SERVED
Please see Forms 6 -9
2.3 STATE SUMMARY PROFILE
Please see Form 10
2.4 PROGRESS ON ANNUAL PERFORMANCE MEASURES
Please see Form 11 and the narrative which follows Figure a., the modd of Title V services

delivery which is also the framework upon which this document is organized.
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Figure a

CORE PUBLIC HEALTH SERVICES
DELIVERED BY MCH AGENCIES

DIRECT
HEALTH CARE
SERVICES:
(GAP FILLING)

Examples:
Basic Health Services,
and Health Services for CSHCN

ENABLING SERVICES:

Examples:

Transportation, Translation, Qutreach,

Respite Care, Health Education, Family

Support Services, Purchase of Health Insurance,

Case Management, Coordination with Medicaid,
WIC, and Education

POPULATION-BASED SERVICES:

Examples:

Newborn Screening. Lead Screening, Immunization,
Sudden Infant Death Syndrome Counsceling, Oral Health,
Injury Prevention, Nutrition
and Qutrcach/Public Education

INFRASTRUCTURE BUILDING SERVICES:

Examples:
Needs Assessment, Evaluation, Planning, Policy Development,
Coordination, Quality Assurance, Standards Development, Monitoring,
Training, Applied Research, Systems of Care, and Information Systems

MCHRB/OSCH 10/20/97
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DIRECT HEALTH CARE SERVICES

Asdescribed in part | of this document, Minnesota has endeavored to maximize non Title V
resources to support direct health care services. The use of Title V funds for this purpose is thus very
limited; however in its assurance role some funding is available. It is state agency policy that direct public
health services be delivered locally to the extent possible. Accordingly the state MCSHN program delivers
some direct services but the MCH ddlivery of direct public health services occurs entirely at the local level
with the state MCH program engaged in administrative activities supporting direct health care delivery
systems. A description of TitleV direct health care activities follows.

A. Pregnant Women and Infants

SP #5 - Percent of pregnancies that are unintended.

Intended pregnancy was estimated at 57 percent among women 18-44 who were currently pregnant
and at 58 percent among women 18-44 who had been pregnant in the last five years. Data was collected in
1999 from the state’' s Behavioral Risk Factor Surveillance System (BRFSS) on intended pregnancy .

Both Title V and state funds are expended for family planning method services. In 1999, 13
CHBs used Title V funding to provide family planning method servicesto 7,920 people. State dollars
support the Family Planning Specia Projects (FPSP) grant program. These funds are available to
Community Health Boards and non-profit corporations to provide pre-pregnancy family planning services.
Sixty-two (62) applications from agencies and one Statewide Hotline were funded for the calendar years
1998-99 grant cycle. A total of $10,263,405 was awarded. 1n 1999 the FPSP grant program served about
33,197 women for family planning method services.

An evaluation of the subsidized family planning system and of the FPSP grant program was
conducted in 1998. 1n 1999 and continuing into 2000, a Family Planning Workgroup was convened to
advise the Minnesota Department of Health on the program improvements for the FPSP grant program and
on issues related to the overall family planning system based on recommendations in the System-wide

Analysis of Family Planning in Minnesota Report.

B. Children and Adolescents

SP #2 - The percentage of children and adolescents enrolled in health plans who receive
comprehensive preventive health visits according to nationally accepted standards.

Minnesota collected data from HMOs for the first time in 1999 on child well-care visits and
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adolescent well-care visits. Data was collected for infants from birth to 15 months of age, children 3
through 6 and adolescents 12-21. The data was aso collected by type of plan: commercial, medicaid
managed care and MinnesotaCare. In generd, the data indicate many lost opportunities for the provision of
preventive care to these population groups regardless of the type of plan. See Notes for ERP Forms 1
through 16, SP #2 for additional information concerning data issues.

In Minnesota the Title XIX EPSDT program is called C& TC (Child and Teen Check-ups).

Under contract with the state Title X1X agency, the Department of Human Services (DHS), TitleV staff
train public health nurses and private providers and approve/monitor public health clinicsrelative to C&TC
services. C&TC services are provided by both private and public health service vendors. Private sector
providers include physicians, nurse practitioners and physician assistants who perform all aspects of the
program. Public health providers are primarily public health nurses who provide comprehensive screening
and anticipatory guidance and refer for diagnosis and treatment. 1n several counties Prepaid Medical
Assistance Program (PMAP) health plan administrators purchase C& TC services from county public
health clinics, based upon the quality assurance activities of the Title V program.

In CY 1999, an extensive schedule of C& TC training sessions was offered including six Denver |1
Developmental Screening trainings, 16 hearing and vision screening trainings, and 27 in-service trainings
on current health issues and the C& TC program. Participants included public health nurses, private
providers, and C& TC Outreach Coordinators. Six, three-day C& TC core training sessions which focused
on the components, standards, screening procedures and anticipatory guidance were held for public and
private providers. On-site follow-up consultations and clinic flow assessments were provided by aMDH
certified pediatric nurse practitioner for newly trained nurses.

Other MDH/DHS contract obligations included consultation on planning, development and
evaluation of C& TC components and standards. In CY 1999 Title V and other MDH staff assisted the
DHSinrevising the C& TC periodicity schedule, especially related to lead and tuberculosis screening. Title
V staff also provide technical assistance to all C& TC public and private providers as well as county
C& TC Outreach Coordinators on their activities to inform new providers about C& TC services.

Preventive health care health services, based on the “ Guidelines for Adolescent Preventive Services
model, were provided children and adolescents in community and school-based clinics in Minneapolis and
St. Paul. These services reach a population of urban youth who are at high risk for health problems, have
inadequate financia access and are underserved in the traditiona hedth care system. TitleV funds
supported the health services provided to 19,367 children and youth in CY 1999.

The Minnesota Department of Health provided |eadership and technical assistance to the
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Adolescent Health Care Coalition, a collaborative of health care providers, health plans, health
associations, government, public health, hospitals, foundations and non-profit agencies working to change
the health care system to better meet the health needs of adolescents. This was done by promoting the
adoption of a preventive health model among all segments of the health care system.

The MDH also provided leadership and technical assistance to the Metropolitan Health Plan in its
Public Health Collaborative on Adolescent Health Care. The goal of this collaborative was to increase the

demand for annual preventive health visits for adolescents among teens, parents and health providers.

C. Children with Special Health Care Needs

NP #1 - The percent of state SSI beneficiaries less than sixteen years old receiving rehabilitation
services from the MCSHN program

Almost no SSI dligible children are dualy enrolled in the MCSHN treatment program. Children
on SSI in Minnesota are eligible to apply for MA at their county family service agency. Almost all who
apply are eligible and can access a comprehensive set of MA benefits which exceed the benefits available to
them from MCSHN.

MCSHN'’s role with this population is to inform families of their child’s probable MA digibility
and sarvices they can receive if digible. MCSHN provides them with information on MA, MA benefits
and MCSHN's Toll free Information and Assistance line if they have questions. It then becomes their
choice whether or not to apply. In addition, the program will continue to work with SSA to receive the
names of those children who do not qualify for SSI and target these children for outreach regarding
MCSHN. MCSHN continues to work with the state medicaid program regarding changing Minnesota' s
209B status to allow linking of medicaid and SSI dligibility.

MCSHN assisted familiesin applying for MA by providing application information and when
necessary by contacting the county human services representatives. Outreach services were provided
through lettersto SS digible families informing them of their child’ s éligibility for Medical Assistance and
the scope of services provided. Families were also given information on the toll free MSCHN Information
and Assistance Line.

The MCSHN study of children and families who lost their SSI digibility due to the welfare reform
changes was completed. Findings from this study documented that 80% of the children were receiving MA
prior to the changes and this dropped to 50% after the loss of SSI. Asaresult of thisinformation DHS

contacted the families and local county financial aid workers of the children who lost their MA informing
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them of the changes in federal law allowing them to keep their MA €dligibility. The study aso found that
children have twice as many diagnoses as those that made them dligible for SSI, children do have regular
medical and mental health care with one physician for a more than one year, that even with more than half
of the families having someone in the family employed and having accessto SS| the family remained at or
below poverty level, and one fourth of families who worked and accessed child care paid extra. In addition,
as aresult of thisactivity many families were informed about the SSI appeal process as well as other

services available to their child and family.

NP #2 - The degree to which MCSHN provides or pays for specialty and sub-specialty services,
including care coordination not otherwise accessible or affordable to its clients.

MCSHN provided or paid for the nine speciaty and sub-specialty services related to NP #2 either
through itsfield clinics or payment for services to care providers treating children enrolled in its treatment
or evaluation programs. This number has not unchanged since the 1996 base year.

During SFY 99 there were 2,177 children enrolled in the MCSHN treatment program and 722 in
the diagnostic evaluation program. Children enrolled in the trestment program received a Minnesota
Health Programs Card allowing them access to primary, speciaty and sub-specialty care. In 1999,
MCSHN'’s nine different types of field clinics had 1,191 children attending 156 clinics at 37 sites. In
addition to providing consultative services to children, families, and professionals in greater Minnesota,
MCSHN clinics provided unique educational opportunities for local health professionals and university or
major medica center graduate students, fellows, and residents.

Care coordination is not provided directly by MCSHN staff, but is provided by some local
Community Health Boards through the Title V MCH Specia Project grants and other state and local
dollars. 6,429 children received servicein CY99. MCSHN staff provided consultation and technical
assistance regarding case management/care coordination best practices as part of MCSHN's assurance

function of core public health activities.

ENABLING SERVICES

Minnesota Statute requires that two-thirds of the federal MCH Services Block Grant,
supplemented with state dollars, be alocated through Maternal and Child Health Specia Projects grantsto
loca Community Health Boards. These funds are a major source of revenue for local enabling services

including transportation, trandation, outreach, respite care, health education, family support
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services, case management/care coordination, and collaboration with other agencies which provide related

Services.

A. Pregnant Women and Infants

NP#15 - Percent of very low birth weight live births.

Therate of very low birth weight live births declined dightly, from 1.12 in 1997 to 1.07 in 1998.
The annual performance objective has been met.

Local Community Health Boards carry out avariety of activitiesaimed at decreasing the number
of low-birth weight and very low-birth weight births. Many CHB offered free pregnancy testing with a
public health nurse who made an initial assessment, educated and counseled about healthy behaviorsin
early pregnancy and referred women for appropriate services. Women who were at high-risk and income
eligible at below 200 percent of poverty or Medical Assistance digible were enrolled in improved
pregnancy outcome services. These services included public health nurse home visits which focused on
assessment, monitoring, nutritional counseling, prenatal education, prevention of preterm birth education,
case management and follow-up. Early identification of high-risk, low-income pregnant women was aso
promoted at WIC clinics, medica clinics, schools, social services, migrant health services and other
locations. 1n 1999, 8,261 women were served by the MCH Special Projects improved pregnancy outcome
program.

CHB make an effort to reach diverse populations. Print, videotapes, and other media material as
well as clinical practices were modified to meet the cultural expectations and language needs of the
populations in the service area.  Workshops that addressed cultural health practices and beliefs were made
available to staff. Interpreter services were available for home visits, community outreach and education.
Activities at the local level included enabling services such as provision of transportation, trandation,
outreach, health education, family support services, case management and coordination with WIC clinics.

Support for the CHB program was provided through a two day workshop entitled “ Cultural
Competency for Public Health Professionals’” sponsored by the Office of Minority Health and the Public
Health Nursing Section. One of the primary goals of the workshop was to develop leadership skillsin
facilitating cultural competency among public health nurses.

NP#18 - Percent of infants born to pregnant women receiving prenatal care beginning in the first
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trimester.

The percent of infants born to pregnant women receiving prenatal care beginning in the first
trimester increased dightly, from 84.1 percent to 84.5 percent. The annual performance objective of 86.9
percent was not met. According to the April 29, 1999 Monthly Vital Statistics Report (Vol. 47, number
18), 31 states had better rates for this measure than Minnesota for non-Hispanic white women (dropping
from 29" in 1997). Minnesota s national ranking for African American women was third worst for this
measure, and second worst for Hispanic women. Minnesotd s efforts to improve early initiation of prenatal
care need to be broadly inclusive, but African American and Hispanic women should be specifically
targeted with culturally appropriate interventions to reduce their larger disparities.

CHB activities promoted the initiation of prenatal carein the 1% trimester. Many offered free
pregnancy testing (6,216 tests provided in CY 1999) with follow up by a public health nurse who made the
initial assessment, educated and counseled about healthy behaviorsin early pregnancy and referred women
for appropriate services. Women whose pregnancy test was negative were aso counseled regarding family
planning and healthy pre-pregnancy practices.

Outreach activities are fundamental to increase the number of women who begin prenatal carein
the 1% trimester. CHB staff throughout the state are skilled at initiating and maintaining collaborative
relationships with other community organizations frequented by women of childbearing age. CHB
promoted such messages through collaborative agreements with area health clinics, hospitals, extension
services, socia services, schools, Head Start programs, and early child and family education programs.

By reinforcing the importance of early pregnancy identification and referral as well as healthy life stylesto
community-based organizations and the women they serve, the opportunity for impacting attitudes and
behavior isincreased.

B. Children and Adolescents

SP #2 - The percentage of children and adolescents enrolled in health plans who receive
comprehensive preventive health visits according to nationally accepted standards.
Please refer to the previous description of SP #2 data and interpretation.

Please refer to the previous SP #2 narrative concerning Minnesota's EPSDT program, Child and
Teen Check-Ups (C&TC), which provides comprehensive preventive health visits to the Medicaid
population. The program also provides a strong outreach component. Title V agency staff enhanced the
outreach component of the C& TC program by providing technical support to local C& TC Outreach
Coordinators, participated in regional C& TC outreach meetings with Outreach Coordinators and health
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plan representatives, and participated in health plan and county sponsored regional meetings for C&TC
providers.

State law permits only Minneapolis and St. Paul to use MCH Specia Project funds for general
adolescent health Services. Both cities use the funding to support school-based clinics which in 1999
served 6,668 youth. Further, Minneapolis contracted with the Neighborhood Health Care Network, a
community clinic umbrella association to provide enabling services to children and youth within
community-based clinics in Minneapolis. These services included assistance with transportation,

interpreter services and outreach services to adolescents. 1n CY 1999 12,699 persons were served.

C. Children with Special Health Care Needs

NP #3 - Percentage of children with special health care needs with a medical home.

During 1999 the MCSHN program began surveying all families enrolled in the Minnesota
program. The AAP definitions for accessibility, continuity, comprehensiveness and coordinated care were
used to define amedical home. The denominator is the number of families enrolled in the MCSHN
program and the numerator is the number of those families who responded affirmatively to the definitions
of the four criteria above. 78.6 percent said care was continuous, 68 percent said it was continuous and
accessible, 61 percent said it was continuous, accessible and comprehensive and 25.5 percent said it was
continuous, accessible, comprehensive and coordinated.

Minnesota has a complex system of health care coverage for children with special health care needs
including Medical Assistance, MinnesotaCare, fee-for-service, and managed care. Although insurance
coverage does not assure that a medical/health home is established, it does assure that families have access
to medical/hedlth care. The TitleV program assisted families in several ways: (1) MCSHN intake and
referral staff assisted families calling the 1-800 referral line in applying for Medical Assistance or
MinnesotaCare, as appropriate; (2) MCSHN paid insurance premiums for 98 families, thus assuring that
lack of health coverage was not a barrier to services; and (3) the MCH Special Projects grants program
authorizes services to children with specia health care needs as one of the statewide priorities. 1n 1999

6,429 children were served.

D. Enabling Services Affecting All MCH Populations

SP #8 - Percentage of MCH plans that include objectives and methods to eliminate the disparity in
health status between populations of color and the majority population.

Although the performance measure was 100 % achieved, applicants and application reviewers both
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concluded that better information was needed to measure disparities and there was a need to better address
disparity interventions. Given that one of the five Strategic Directions of the Department is elimination of
disparities thiswill be further addressed by various programs including Title V.

State law requires that two-thirds of the federal MCH block grant allocation, supplemented by an
appropriation from the state general fund, be distributed to Minnesota' s Community Health Boards as
Maternal and Child Health Special Projects grants to provide afocal point for core MCH infrastructure
and resources for population based services. Application instructions for the CY 2000-01 grant cycle,
directed each agency to address the following three questions on efforts to reduce racia disparities:

1) Describe how the CHS needs assessment used available data to analyze the extent to which the CHS
area has disparitiesin risk factors and health status between MCH populations of color and the majority
population.” 2)“Within the populations to be provided services by the MCHSP during CY 2000-01, what
racial/ethnic disparities were identified?’ 3) “What strategies and objectives have been established to
reduce significant disparities? Of particular interest are community and systems strategies/objectives which
recognize the potential role all types of community-based organizations can play in the decrease of
disparities?’

All 49 applications responded to these questions. Not all agencies have significant numbers of
populations of color within their respective jurisdictions (county or multi-counties), but of those that do, all

of them responded with strategies and objectives to reduce racial/ethnic disparities.

POPULATION-BASED SERVICES
The population-based services activities which are described below relate mostly to state agency
Title V activities which support local screening, and public education activities that are generally funded by

non Title V sources.

A. Pregnant Women and Infants

NP #4 Percent of newborns in the state with at least one screening each for each of PKU,
hypothyroidsim, galactosemia, hemoglobinopathies.

In 1998, 98.7% of the state’ s newborns were tested by the state’ s newborn
screening program. This is unchanged from the previous year and is short of the performance objective of
100%. Reasons for not being screened included parental refusal at birth, and hospital discharge before 24

hours of age.
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Pursuant to state statute, all newborns must be screened for phenylketonuria (PKU), congenital
hypothyroidism, congenital adrenal hyperplasia, galactosemia and hemoglobinopathies.®® The Newborn
Screening Program tests samples taken from neonates and tracks the results of confirmatory testing of
presumptive positive samples. This program is operated as a partnership of the Title V program (MCH &
MCSHN) and the Public Health Laboratory Division.

Accomplishments for 1999 include designing the newborn registry of confirmed casesto link it
directly with the newborn screening database for improved tracking and reporting of confirmed cases. An
additiona staff person was hired to coordinate these tracking and follow-up activities and to identify
strategies to improve community collaboration. The specialist/center referral resource list was
continuoudly updated and shared with medical home providers and families. The new Newborn Screening
Follow-up Specialist participated in a Region V conduct to accomplish peer review of newborn screening
programs. Within the Department, collaboration has increased between the Newborn Screening Program
and Title V program which has resulted in improved services for children with metabolic abnormalities and

their families.

NP#5 - The percentage of children through age 2 who have completed immunizations for measles,
mumps, rubella, diphtheria, tetanus, pertussis, haemophilus influenza, hepatitis B.

In Minnesota there were 70 new cases of hepatitis B in 1998, and 80 new casesin 1999.
Of those new cases, there were 4 newbornsin 1998 and 8 newborns in 1999 who tested positive. Of the 8
newbornsin 1999, 7 were perinatal transmissions; one was an adopted infant from Eastern Europe who
tested positive after arrival.

In 1999, 269 HBsA(g positive women were reported to MDH. A total of 274 infants were born to
these women; 5 of the women delivered twins. Out of the 274 infants, 269 (98%) received Hepatitis B
Immune Globulin (HBIG) and hepatitis B vaccine dose #1 (HBV1) at birth; 4 additional infants received
only HBV1 severa days after birth; and 253 (94%) received HBV1 and HBV2. To date, 139 (52%) have
completed the three dose series. However, many infants born later in 1999 are not yet due for their third
dose, s0 this percentage will rise over the coming months.

The Title V program is not the lead agency for immunization activitiesin Minnesota. Rather, the
Acute Disease Prevention Services in the Disease Prevention and Control Division at the Minnesota
Department of Health plans, implements and evaluates immunization activities. Title V staff collaborate in

these activities.
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Since 1988 the United States Public Health Service Immunization Practices Advisory Committee
(ACIP) has recommended that all pregnant women be screened for hepatitis B surface antigen (HBSAQ).
The Minnesota Department of Health implemented a hepatitis B perinatal prevention program in 1990 with
funding from the Centers for Disease Control and Prevention.

Changes to Minnesota’' s School |mmunization Law will make hepatitis B shots a requirement for
school enrollment starting with kindergartners in the 2000-01 school year. Grade seven will be added in
school year 2001-02.

NP #9 Percentage of mothers who breastfeed their infants at hospital discharge.

In 1998, 72.5 percent of the state’ s infant population and 59.9 percent of the low-income infant
population were breastfed, a change from 72 percent, and 60.5 percent respectively in 1997.

Thirty-seven percent of the infant population and 22 percent of the low-income infant population were
breastfed to 5 - 6 months of age, an increase from 30 percent and 20 percent in 1997. © Breastfeeding
initiation rates for some special population groups, especialy refugee populations, are lower, aslow as 20 -
30 percent in the Southeast Asian population. Direct service staff have reported the Somali population is
also ceasing to breastfeed upon immigration to the United States. While progress has been made in
addressing barriers to breastfeeding, numerous barriers remain.

The Division of Family Hedlth, in 1996, created a special project team devoted to breastfeeding
promotion which included Title V participation. The team recommended creation of the Lactation Friendly
Workplace Program. This program helped establish 74 lactation rooms in businesses throughout the state,
thus addressing the important barriers breastfeeding women face when they return to work. In addition
there have been numerous businesses around the state seeking information from MDH to help them set up
a“lactation friendly” workplace. Title V funds helped fund a breastfeeding specia projects coordinator
position to consult with businesses helping them to understand the importance of supporting breastfeeding
employees and aiding them in the set up of lactation rooms. Funding for this position ended in October
1999, and the breastfeeding special projects team has disbanded.

Members of the team aso worked to implement the “Loving Support Makes Breastfeeding Work”
media campaign in Minnesota, with an initial $10,000 in seed money from the MCH Block grant.
Currently four outdoor bulletins will rotate through the 11 county metropolitan areafor one year, funded by

WIC and UCare Minnesota. In addition Eller Media provided public service space worth $160,000.

49



The toll free phone number “877-214-BABY” is used with the outdoor campaign, to provide callers with
sources of breastfeeding information in their communities.
The Minnesota WIC program has implemented multiple activities to promote and support

breastfeeding. Some of the WIC activities also reach other portions of the MCH population.

NP #10 - Percentage of newborns who have been screened for hearing impairment before hospital
discharge.

By the end of 1998, 14 hospitals had implemented UNHS programs. These hospitals represented
approximately 22 percent of Minnesota births. By year end 1999, 34 hospitalsincluding 6 NICU units and
representing 40% of Minnesota births had implemented UNHS programs. In addition, approximately 30
hospitals have reported that they began the process of planning for UNHS programsin 1999. These
hospitals include severa large birthing facilities and represent 48% of the births in the state.

In early 1998 Title V staff presented areport to the legidature entitled 4 Voluntary
Implementation Plan for Universal Newborn Hearing Screening (UNHS). TitleV staff and staff from the
Department of Children, Families and Learning plus local and state stakehol ders began implementation of
the plan’s seven objectivesin 1998 and in 1999 continued to promote the program, and offer technical
assistance in the state. Presentations were made to severa hospitals, infant follow-aong coordinators,
public health nurses, audiologists and educators about UNHS. Several grand rounds presentations were
also made. Surveys were conducted of state audiologists, |EIC teams and 120 hospitals to determine
interest in implementing UNHS.

The Department has been awarded afederal SPRANS grant beginning in 2000 which will

significantly boost Title V capacity to support achievement of the goa of universal screening.

SP#6 Percent of women who use alcohol, tobacco, and other drugs during pregnancy.

The percent of women reporting smoking during pregnancy has steadily declined from 13.1in
1996, to 12.9in 1997 and to 12.39in 1998. The annua performance objective of 12.58 percent was
exceeded. Although the rate decline has been sustained for two years, the number of pregnancies for which
datais missing increased from 4 percent in 1996 to 5.9 percent in 1997 and to 7 percent in 1998. This
trend needs continued monitoring. See Form 16, SP #6 for further discussion of data issues.

Title V staff have been involved in a number of activities intended to reduce alcohol, tobacco, and

other drug use during pregnancy:
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Minnesota Pregnancy Assessment Form

The Minnesota Pregnancy Assessment Form (MPAF) is the result of a collaborative processin
which the Minnesota Council of Health Plans, the Minnesota Department of Human Services, the
Minnesota Department of Health, the Minnesota Medical Association, and community experts participated.
The form asks providers to assess medical and psychosocial factors that contribute to poor birth outcomes.
Among the 40 items assessed are questions regarding tobacco, acohol, and/or other drug use during
pregnancy.

Since June 1998 the Department of Human Services has required al pregnant women covered by
Medical Assistance and/or MinnesotaCare to be screened using the (MPAF) to be reimbursed for prenatal
care services. It isestimated that of the 19,374 births per year covered by Medical Assistance, nearly all
are screened prenatally using the MPAF. MCH staff were actively involved in the development and

implementation of thistool.

Collaboration with Tobacco Control Program

Within the Bureau of Family and Community Health, the MCH staff work collaboratively with the
Taobacco Control Program staff. Staff met periodically to discuss the issues of tobacco use among women,
including pregnant women and the effects of tobacco use on women'’s health, pregnancy, and birth
outcomes. The recommendations from MCH’s Ad Hoc Committee on Fetal & Infant Mortality Reduction
included reducing tobacco use by pregnant women and exposure to environmental tobacco smoke, and
increasing smoke-free childcare environments. These recommendations fit the Department’ s Strategic
Direction to reduce tobacco use and improve the health of Minnesota s youth. MCH staff are working with
the American Cancer Society and local public health agencies to implement the Make Y ours a Fresh Start

Family, an evidence based smoking cessation intervention program.

Fetal Alcohol Syndrome

The 1998 legidature created a Fetal Alcohol Syndrome Coordinating Board™ which established
seven strategic priorities, including review of state agency programs related to FAS; promotion and support
of research, analysis, and evaluation to establish a set of best practice standards for the prevention and
treatment of FAS; promotion and training consistent with such standards; provision of effective advocacy
for public policy on FAS/FAE and related public health goals; increase public awareness about FAS/FAE;
engagement of the private sector, especially HMOs and the beverage industry, in FAS-related activities;
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and sponsorship of demonstration projects within the juvenile justice

and child welfare systems. Although the Board no longer exists, its vision continues as a framework for
other agencies activities.

In 1999 MDH designed a Prenatal Alcohol Survey to be sent to each primary care physician in the
state. The survey will assess physicians' opinions, knowledge base, practices and needs surrounding the
issue of acohol-related birth defects. A similar survey will be sent to nurse-midwives in the state.

Twelve state-wide nonprofit agencies were funded for prevention activities targeting pregnant
women and to expand local service networks for individuals and families coping with FAS and other
alcohol-related birth effects. Regional workshops of FAS grantees meet regularly to address gaps and
needs. A summer ingtitute for all DHS, MDH, and DCFL FAS grantees was held in July 1999 to provide
opportunity for networking, capacity building, and future planning and coordination of efforts.

An educational video tape with study guide for studentsin health professions and practicing health
professionals was developed. The video and sdlf-learning tools are aimed at developing skills to screen
pregnant women for alcohol use and abuse. In addition, regional circulating libraries, medical, and nursing
schools have been supplied materials for loan.

The multimedia public awareness campaign (“Don’'t Take the Risk; Don’t Take the Drink™)
launched in 1998 is currently being evaluated for effectiveness. Media materials are being revised to better
target African-Americans, American Indians, Asians, and Latinos.

MCH saff were involved in developing materials for health professionals, reviewing the
educational video and self-learning packet, and editing the Prenatal Alcohol Survey for nurse-midwives.
MCSHN has had alead role in establishment of the diagnostic clinics.

CISS Project

The Family Health Division's Community Integrated Service Systems (CISS) Project is entering its
last (4™) year of funding funded through the Maternal Child Health Bureau. It isadministered in a
collaborative approach which includes MDH participation from MCH, Community Health Services and
Center for Health Promotion sections of the Department. The collaboration aso includes partners outside
of the MDH, e.g. local public health agencies, managed care representatives, school health, State
Departments of Children, Families and Learning and Human Services. The purpose of the project was to
provide amodéd for integrating clinic and community-based prevention services for alcohol and tobacco use
among youth, including pregnant youth.

It has been difficult to convey the value and need for blending community service systems using the
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term “community integrated service systems’. Consequently we have begun using the phrase—"*building
productive community connections’ which has led to a greater understanding of the project’ s intent. The
project model has been piloted in four demonstration sites in Minnesota. The four sites were very different
in organizational leadership, membership and service area. Using pre and post test evaluation tools and
informational interviews, lessons were documented that will be valuable to share with other loca
community groups.

Building Productive Community Connectionsis the central message portrayed in the tools
developed. Examples of the tools are: A community-based prevention wheel, Promising Practices for
Guiding Screening, Brief Intervention, Referral and Follow-up activities among youth in a community
setting, and Community-based Planning Tools which have been adapted for Tobacco Prevention, and
Cessation, and an Alcohol Y outh Message Campaign. The Tobacco Community Planning Tools are

available on the web at www.health.state.mn.ug/topics, click on tobacco prevention.

Child and Teen Checkups

In CY 1999 the Title V Child and Teen Checkups staff provided six C& TC training sessions with
instruction on performing a health history. The health history instruction specifically addressed questions
regarding alcohol, tobacco and other drug use during pregnancy. In addition, staff collaborated with the
Department of Human Services, the Department of Children, Families, and Learning, and the University of
Minnesota to develop a new health history form for children ages 3-5. This new form includes questions
regarding family acohol, tobacco and drug use. In the spring of 1999, these agencies collaborated to
provide five regiona training sessions to inform and promote the use of the new health history form to over

600 early child health professionals.

B. Children and Adolescents

NP#5 The percentage of children through age 2 who have completed immunizations for measles,
mumps, rubella, diphtheria, tetanus, pertussis, haemophilus influenza, hepatitis B.

The 1998 - 99 Retrospective Kindergarten Survey, conducted by MDH, estimated the
immunization rates of currently enrolled kindergartners when they were 2 years of age (1994-95). Results
indicated that 74.0 % (+/- 3.3) had received 4 DTP, 3 polio and 1 MMR by age two. Birth date range for
this survey was 1992 - 1993.

Data from the most recent Centers for Disease Control and Prevention (CDC) National

Immunization Survey (July 1998 - June 1999) indicated that the percentage of 19 - 35 mo oldsin MN with
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4 DTP, 3 polio and 1 MMR was 82.2% (+/- 4.9). The birth date range for this survey was August 1995 -
November 1997.

The federally-funded Vaccines for Children (VFC) program began on October 1, 1994, with
agoa of ensuring affordable vaccines for all children. The Acute Disease Prevention Services Section of
the Disease Prevention and Control Division has developed an enhanced version of the program which is
caled “MnVFC”. The MnVFC program utilizes federal VFC funding to supply vaccine at no cost to
participating providers to be administered to uninsured children and also utilizes federal 317 funding to
provide vaccines to children whose insurance requires deductibles and/or co-pays for immunizations as well
as vaccine for in-school clinics.

Minnesota legidation requires that al clinics that serve clients under a Minnesota Health Care
Program (MHCP) such as Medical Assistance, MinnesotaCare, or General Assistance Medical Care be
enrolled in the MnVFC program.

The Title V program is not the lead agency for immunization activitiesin Minnesota. Rather, the
Acute Disease Prevention Services in the Disease Prevention and Control Division plans, implements and
evaluates immunization activities. Title V staff collaborate in these activities.

Last year the Title V' Child & Teen Check-Up program provided seven C& TC training sessions
to public and private providers with instruction and updates as presented by the Immunization Unit of the

Division of Disease Prevention and Control.

NP#6 - The birth rate for teenagers aged 15-17 years.
The birth rate for teens age 15 to 17 declined from 18.5to 16.8 in 1998. The performance
objective was exceeded.

Family Planning

Both Title V and state funds are expended for family planning public education. 1n 1999,
Community Health Boards expended Title VV funds to provide family planning counseling and education
services to 13,235 people. 34,435 persons received health education in group settings.

State dollars support the Family Planning Special Projects (FPSP) grant program. These funds are
available to Community Health Boards and non-profit corporations to provide pre-pregnancy family
planning services. Sixty-two (62) applications from agencies and one Statewide Hotline were funded for
the calendar years 1998-99 grant cycle. A total of $10,635,295 was awarded. In 1999 the FPSP grant

program served 37,359 women for family planning counseling services. Forty percent of persons served
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were 19 years old and younger. In 1999 the Family Planning Hotline provided information and referral

services to 6,067 people state-wide, of these 1,485 were 19 years old or younger.

MN ENABL

The MN ENABL (Education Now and Babies Later) program utilizes a multi-faceted, primary
prevention, community health promotion approach to reduce adolescent pregnancies. It istargeted to 12-14
year olds, their parents and other primary care givers, and their communities, including schools. Twenty
four community-based projects participated in the program in 1999. They
represented both urban and rural areas and served a diverse group of adolescents. Grantees include school
districts, nonprofit organizations, and afamily service collaborative.

The program has five major components. community organization activities which are
implemented by collaborating with community groups and interested persons to reinforce the MN ENABL
message; the Postponing Sexual Involvement (PSl) curriculum which is available to adolescents ages 12-
14; a media campaign which promoted the message using television and radio PSA’s, posters, t-shirts,
water bottles and other promotional items; training and technical assistance for community-based projects;
and an evaluation of state and local MN ENABL activities. Approximately 5,243 teens received the PS|
curriculum in 1999 compared to 4,000 in 1998.

Abstinence Education

The Minnesota Abstinence Education Community Grant program is supported by Section 510 of
TitleV of the Social Security Act. The program utilizes a multi-faceted, primary prevention, community
health promoation approach to reduce adolescent pregnancies and to promote a standard of abstinence for
youth age 14 and under. Fourteen local communities were awarded funds to continue the program to
December 31, 2002. Grant recipientsinclude school districts, Community Health Services, and private-
nonprofit organizations. The program has five major components. community organization activities
which involve collaborating with community groups and interested persons to convey and reinforce the
message of abstinence for youth ages 14 and under, implementation of one of four state-approved curricula,
local media activities, training and technical assistance for community-based projects, and an evauation of
state and local program activities. The four curricula available for grantee use include Postponing Sexual
Involvement, Managing Pressures Until Marriage, Worth the Wait and the Abstinence Curriculum. Most
grantees are utilizing either Postponing Sexual Involvement or Worth The Wait. Approximately 4,083

youth received one of the curriculain 1999.
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African-American Teen Pregnancy Initiative

This project is being carried out by the Department’ s Office of Minority Health in collaboration
with community partners. Minnesota currently has one of the highest pregnancy rate in the country for
African American teens. The project’s goa isto reduce the pregnancy rates for African American teens by
evaluating their risk factors, providing this information to the community, and creating a collaborative
effort to better focus pregnancy prevention and intervention services.

In 1999 a symposium was held which focused attention on the continued high pregnancy rates for
African American teensin Minnesota. It addressed the need for realignment of resources and
programmatic efforts to improve teen pregnancy prevention outcomes. Also, community driven strategies
and models that have successfully impacted the teen pregnancy rates were explored. In addition, the
symposium was the first step in creating a community driven collaborative to address the systemic changes
needed to successfully impact the African American teen pregnancy rates. The goal for the collaborativeis
to address policies that will impact programmatic efforts for teen pregnancy prevention effortsin the
African American teen population. A facilitator was hired to conduct the collaborative meetings. The time
line for the collaborative is to have an action plan ready to implement by April 2000. Title V staff are
actively involved in this project.

NP#7 - Percent of third grade children who have received protective sealants on at least one
permanent molar tooth.

The percent of Medicaid-eligible children receiving protective sealants has fluctuated over the last
three years, remaining consistently short of the performance objective however. Most states, including
Minnesota, are currently able to provide data related to national performance measure #7 for the Medicaid
population only. Strategies related to better data collection for national performance measure # 7 were
discussed at a meeting of the State Dental Directors in June 1998.

The Division's oral health program provided oral health training, technical consultation, and
educational materials to Community Health Boards, schools and the general public. This program aso
worked with the Department of Human Services in areas of dental policy and accessissues. The C&TC

staff provided six training sessions that included discussions of dental sealants and dental assessments.

NP #8 - The rate of deaths to children 1-14 caused by motor vehicle crashes per 100,000 children.
The rate of deaths to children age one to 14 rose, from 3.8 per 100,000 in 1996 to 4.5 per 100,000
children of this age group. Thistrend parallels a concomitant rise in overal traffic fatalitiesin Minnesota

during this period. Thisrise may be associated with higher speed limits, but may also be associated with a
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higher percentage of traffic fatalities involving acohol.

During 1999 the two Title V supported activities related to reducing risk of injury in a motor
vehicle-related crash included continued statewide collaboration with Minnesota SafeKids and the
Department of Public Safety to distribute car seats to those who needed but could not afford them. This
effort was combined with intensive training of child seat distributors about the importance of correct
installation of the car seat along with the necessity to use a car seat or seat belt every time oneisin a motor
vehicle. Through the MCH Specia Projects grant program which addresses injury control as a statewide
priority, Title V funding also supports locd activitiesin thisregard. In 1999, 6,501 Minnesota children
benefitted.

The C& TC program provided six training sessions to C& TC providersin CY 1999 that included
anticipatory guidance on safety issuesincluding car seats and seat belt use.

SP #4 - Incidence of substantiated child maltreatment by persons responsible for a child’s care.

Substantiated child maltreatment by persons responsible for achild’s care rose slightly, from 8.18
to 8.62 incidents per 1000 children age O to 17 between 1996 and 1997 and then declined to 8.39. The
performance objective of 8.18 was not met.

Child maltreatment has been identified as an important public health issue in the Minnesota Public
Health Goals and its associated strategies document. Thiswork serves as a guide to communities, health
plans and others committed to improving public health. Thisinformation, along with strategiesto achieve
the objective of reducing child maltreatment, has been disseminated through statewide training and
technical assistance to local public health agencies.

Home Visiting Programs for the Prevention of Child Maltreatment

The Home Visiting Program to Prevent Child Abuse and Neglect was established by the 1992
Minnesota L egidature to promote positive parenting, resiliency, and a healthy beginning for children. The
program provides grants and technical assistance to local public health agencies for expansion of public
health nurse home visiting to offer early intervention services for at-risk families. Grants also assist local
public health agencies to strengthen and enhance their current array of services for families and to develop
a coordinated, community-based approach to the prevention of child maltreatment. To date, twenty Home
Visiting Projects have been implemented, serving familiesin 23 counties and one Native American

Reservation.

Minnesota Healthy Beginnings
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The Minnesota Healthy Beginnings (MHB) program, established in 1997 by the Minnesota
Legidature, is a universally-offered home visiting program for expectant parents and parents with new
babies. MHB is offered to all new parents prenatally or as soon as possible after birth, irrespective of
income or risk status to strengthen families and promote positive parenting and healthy growth and
development. A PHN assessment occurs during the first home visit with subsequent visits by PHNs and/or
other trained home visitors to provide information, support and linkages to community resources based on
family interests and needs. In 1999, the program awarded five-year grants (CY 1999 to 2003) to four local
agencies whose combined average annual resident births was 2,346. MHB staff coordinated a home visitor

training program and provided ongoing technical assistance to the local grantees.

NCAST Training

In CY 1999 three Nursing Child Assessment Satellite Training (NCAST) sessions were provided
to MCH public health nurses by Title V staff. NCAST training offers health professionals in-depth training
in the use of caregiver-infant/child interaction assessment scales. Scales included in the training are the
NCASA (Nursing Child Assessment Sleep/Activity), the HOME (Home Observation for Measurement of
the Environment), the Feeding Scale, and the Teaching Scale. These scales are areliable and valid means
of observing and rating caregiver-infant/child interaction for the purpose of ng whether the caregiver
and child have problemsin their interaction and communication pattern. NCAST’ s reliability and validity
are recognized by the legal system and are often used in managing child abuse or neglect cases.

SP #9 - Proposed New State Performance Measure Related to Youth Risk Behavior Reduction

Asdescribed in part 11 of this document, the needs assessment process resulted in the formulation
of ten priorities. Nine of the ten priorities relate to the current 18 core performance measures or 8 state
performance measures. The priority “Reduce youth risk behaviors’ does not. Thisissue was raised at the
June 23 meeting for public input. 1t was recommended that a ninth state performance measure be
developed related to this priority for inclusion in the FFY 2002 application.

The Y outh Risk Behavior Endowment is a new Minnesota Department of Health initiative that will
give local public health agencies an opportunity to address a broad range of youth risk behaviors and the
risk and protective factors that influence these behaviors. The targeted risk behaviors include alcohol and
other drug use; sexual behaviors that may result in pregnancy, HIV and STDs; violence; suicide; physica
inactivity; and unhealthy dietary behaviors. Funding for thisinitiative is provided through the Tobacco
Prevention and Loca Public Health Endowment established during the 1999 legidative session. Funding
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will be provided to all Community Health Service agencies through non-competitive grants. Funding for
the first year (July 1, 2000 - June 30, 2001) will be $2.0 million growing to approximately $5 million in
2003.

Department staff, in conjunction with aworkgroup of local policy makers, public health
administrators and staff, have devel oped aframework to assist local agencies in understanding the context
in which youth risk behaviors occur, and to guide the implementation of thisinitiative. The framework is
grounded in beliefs in the interrelatedness of physical and emotional health of youth and in the value and
potential of youth as resources to be devel oped rather than problems to be fixed. The framework
encourages a community-wide approach, using effective youth risk reduction and protective approaches
and strategies to support the healthy development of youth. The framework requires the active involvement
of youth in each stage of planning and program implementation. Plans are proceeding to the provision of

technical assistance to local public health agencies to support their planning efforts.

C. Children with Special Health Needs

The national and state performance measures do not include a popul ation-based measure specific
to children with special needs. However, MCSHN does provide several population-based services for the
CSHN population and their families, including: workshops to explain health care insurance and funding
optionsto families; parent information packets providing information on financing, community resources

and parent support; and workshops for providers.

D. Population-Based Services Affecting All MCH Populations

SP #3 - Incidence of injury (violence/unintended; fatal/non-fatal) to all MCH populations

Previously we reported that the summary injury impact score fell from 241 (1996) to 186 (1997) to
182 (1998). However, the summary impact score was revised to 304 in 1998, the first year for which
MDH has had accurate, comprehensive, statewide data available for analysis. In the previous years, MDH
estimated total injury hospitalizations based on brain and spinal cord injury hospitalizations. The revised
1998 data does not represent a dramatic worsening of the performance measure. See Notes for ERP Forms
1-16, SP#3 for the basis of the calculation of this performance measure.

The Injury and Violence Prevention Unit, located within the Minnesota Center for Health
Promotion, Division of Family Hedlth, is charged with leading the state’ s effort to reduce risk of injury

across al population and age groups in Minnesota.
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Unintentional Injury

Principal activity and investment of staff resources have focused on reducing risk of unintentional
injury in the home and, in particular, in homes where young children reside. The Home Safety Checklist,
refined and evaluated in Minnesota in the early 1990s, was the primary tool used in 1999 to identify
environmental risks and is the teaching tool for ongoing home monitoring. Thisintervention allows the
promotion of the installation of smoke alarms, thus reducing risk of fire and burn injuries. The Home
Safety Checklist also identifies those factors which contribute to falls, another significant risk of injury in
the home. Other activities and resources of the Unit included support for community-based bicycle helmet
promotion and emphasis upon the correct use of child restraints in motor vehicles. These activitiesare
supported in local Community Health Boards by MCH Special Projects grants which, in 1999, for
childhood injury control reported expenditures of $214,766 and 6,501 children served.

The Injury and Violence Prevention Unit provided internal staff support and material resources to
support community-based intervention. An important source of support for reducing risk of unintentional
injury was extended in the form of capacity building and training of local public health nurses and steff,
maternal and child health nurses and staff, community advocates, and those involved with policy

formulation and resource alocation at the community or county level.

Violent Injury and Violence Prevention

The Injury Unit’s principal manner of addressing and responding to violence in communities across
Minnesotawasto train local public health nurses and alied community staff to analyze local data, assess
community needs, and implement and evaluate control and prevention programs. Efforts to date have been
supported by special grant or foundation funding (assessing the impact of firearm-related injury in two
communities in Minnesota, and conducting community-based training.

The Injury and Violence Prevention Unit maintains the statewide Traumatic Brain and Spina Cord
Injury Registry, the state trauma data bank (a project that describes the epidemiology of hospitalized
trauma), the hospital emergency department injury surveillance project, and supports other special injury or
violence-related datainitiatives. This capacity for data collection and analysis will generate the refined
performance target goals and objectives during the next decade.

The MDH Sexual Violence Prevention Program, in partnership with the Minnesota Center for
Crime Victim Services, helped to sustain the work of sexual assault programs across the state, and through
the state public hedlth system to build capacity to respond to and prevent sexua violence. Preventive Block
Grant funds were specifically directed to support 22 prevention projects across the state. Activities
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initiated by MDH included the development of a community-focused Sexual Violence Prevention Resource
Kit, and the convening of a statewide Town Meeting on Sexual Violence, televised in the fall of 1998, and
re-broadcast during 1999.
INFRASTRUCTURE BUILDING SERVICES

The onethird of the state’ s alocation of the Title VV grant islargely expended for infrastructure
building services. Of the two thirds of the Title V grant alocated to Community Health Boards eleven
percent (11%) is utilized for this purpose.

A. Pregnant Women and Infants

NP#15 - Percent of very low birth weight live birth.

The percent of very low birth weight live births has been stable at 1.1 percent. The annua
performance objective of 1.10 percent has been met.

Title V staff in the Division of Family Health provided leadership and technical assistance to CHB
and personnel in relation to improving systems to identify and refer women who are pregnant and at risk of
poor outcomes. Activitiesincluded training for public health nurses and para-professionals in assessment
and intervention skills related to domestic violence; acohol, tobacco, and other drug use during and after
pregnancy; teen pregnancy and parenting; HIV/AIDS testing in pregnancy; and the role and use of the
Minnesota Pregnancy Assessment Form (described previously). Since June 1998, Minnesota providers
have been required to screen using the Minnesota Pregnancy Assessment Form and to submit the form to be
reimbursed for prenatal care servicesto Medicaid and MinnesotaCare enrollees. This has greatly improved
the utilization of the assessment form. Trainings consistently emphasize the need to promote early prenatal
care, screen women at initial prenatal visit, and follow-up with appropriate interventions, including public
health home visits and referrals for specialized medical care. Prenatal education and counsdling is stressed
for al pregnant women.

In 1999, Title V staff continued to work with the Southcentral and Southwest Public Health
Districts as they collaborate with managed care and local physicians to establish a comprehensive,
popul ation-based model of prenatal care. The objective of these groupsis to create a standardized model
for prenatal care to better assure that all women receive timely and appropriate services before, during and
after pregnancy. Staff also aided in evaluation design and data system development. The intent is to create
a system that can be used statewide.

Fetal Infant Mortality Review Projects
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The Infant Mortality Reduction Initiative was established by the Minnesota |egidlature in 1989.
Several studies and projects have been funded under this initiative.

Project LID (Lower Infant Deaths), conducted 1996 through 1998 reviewed 116 randomly selected
infant (under one year old) deaths to residents of Hennepin and Ramsey Counties that occurred during a
twelve-month period in 1996 and 1997. Project staff released their report, Lowering Infant Deaths:
Promoting Change to Save Lives, in October, 1998. It has been widely disseminated locally, statewide,
and to interested people and organizations nationwide and is a basis for significant local follow-up activity.
Poster presentations on Project L1D were made at the American Public Health Association annual meetings
in 1997 and 1999.

The Southeast Minnesota Fetal-Infant Mortality Review (FIMR) project case review teams
reviewed 98 fetal and infant (up to age two years) deaths to residents of eleven counties in the southeastern
corner of the state that occurred between May, 1996, and June, 1998. The project is collaborating with
public health agencies as well as other public and private agencies throughout the eleven-county area.
Local community advisory committees are implementing regional priority projects and aso disseminating
recommendations for region-wide systems changes.

A South St. Louis County and Fond Du Lac Reservation FIMR project is collaborating with the
local Child Mortality Review Team to review all fetal and infant deaths (up to age two years) that occurred
in 1998-1999.

A Statewide Ad Hoc Committee on Fetal and Infant Mortality Reduction was established in 1997
to advise MDH on priorities and implementation strategies for selected systems change recommendations
which were devel oped by past and currently-funded FIMR and other projects for improving Minnesota' s
pregnancy outcomes. This group completed and submitted a report to the Commissioner of Health in the
fal of 1999. With the Commissioner’s support, these recommendations were disseminated to MDH’s
partners initially through the publication of the Healthy Minnesotans Update, Winter issue, 2000, titled
Infant Mortality in Minnesota. They will also be implemented in various Department staff work plans for
2000 and after.

Twin Cities Healthy Start (TCHS)

Building on the work of Project LID and other activities, the Minneapolis Department of Health
and Family Support, applied for and received a grant from the federal Maternal Child Health Bureau for
the Twin Cities Healthy Start (TCHS) project. The state Title V Infant Mortality Consultant was an active
partner in development and implementation of this project. TCHS targets the long term disparity in infant
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mortality experienced by African American and American Indian families in Minneapolis and St. Paul. It is
using four models of the Healthy Start program: Consortium, Outreach, Case Management, and Enhanced
Clinical Services. Consortium membership was built upon the original Project LID community partnerships

and added many more community and consumer partners representing the

affected populations. The Outreach, Case Management, and Enhanced Clinical Services models are using

findings and recommendations from Project LID in their design and implementation.

Perinatal Care Coordination Services

An additional initiative to emerge from Project LID is the Perinatal Care Coordination Survey.
This was undertaken by MDH and the Minneapolis Department of Health and Family support to develop a
common understanding of perinatal care coordination in the Twin Cities metro area. Public health nursing
agencies, community health centers, managed care organizations and hospitals were surveyed to answer
severa questions e.g., what services exist, are they based on risk assessment, do they address barriersto
care, and are they comprehensive, coordinated, and culturally competent. The survey findings will be
presented to a colloquium of participants who will then develop recommendations to improve these
activitiesin the community. Preliminary findings strongly suggest funding needs to be increased for

services that address social and behaviora risk factors and barriers to care.

REACH (Racial and Ethnic Approaches to Community Health)

An additional approach to the disparity in infant mortality affecting American Indian and African
American familiesis the REACH project, a planning grant awarded to the Minnesota Department of Health
(MDH) by the federal Centers for Disease Control and Prevention (CDC). African American infants die at
rates 2 to 3 times greater than White infants. American Indian infants die at rates 3 to 4 times greater than
White infants.

REACH has provided one year of funding for an innovative planning processto develop a
Community Action Plan of best practicesto eliminate the disparity in infant mortaity by 2010. The Title
V program, in collaboration with the Office of Minority Health, is providing fisca management and
facilitation to a Steering Committee of community organizations that primarily serve African American and
American Indian families in Hennepin and Ramsey Counties, the project’ s target area. 1n July, 2000 the
Community Action Plan of best practices will be submitted to the CDC as a grant application for four

years of implementation funding.
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NP#17 - Percent of very low birth weight infants delivered at facilities for high risk deliveries and
neonates.

There were 695 births of infants weighing 1,500 grams or less. 644 of these births at a known

facility and 87.4 percent of these births were delivered at a hospital with at |east 26 deliveries of VLBW
infants during the year.

MCH staff have obtained from the birth certificate, the number of very low birth weight live births
as well as the hospitals where these infants were delivered. However, analysis of this data is dependent on
the existence of a generaly recognized community standard of care for referral. Specifically, providers of
prenatal care in Minnesota do not appear to have reached a professional consensus regarding indications
for referral of women at high risk for very low birth weight deliveries to appropriate facilities. Moreover,
the definition of appropriate facility is not commonly agreed upon by all providers. Consensus regarding
both these issues is heeded before a measuring process can be established.

MDH partnered with the Minnesota Department of Human Services and the Minnesota Council of
Health Plans in developing and promoting the universal utilization of the Minnesota Pregnancy Risk
Assessment Form (MPRAF) described previoudly. MCH staff continue to provide technical assistance and
consultation to local public health, primary prenatal care providers, hospitals and managed care
organizations in addressing system integration of the MPRAF into private and public prenatal clinics. The
form assists the primary health provider in identifying and initiating appropriate care, including transfer of
pregnant women to aregional facility with capacity for high risk deliveries and neonates.

MCH staff are meeting with two regions, Southcentral and Southwest Public Health Districts, in
the state to provide consultation to their efforts to develop and implement an integrated system of prenatal
care. Progressisbeing seen in the cooperative work among health plans, public health and private
providers to ensure that medical, social and community based services are made available to all pregnant
women. Thisregiona work will serve asamode for the state.

The Minnesota Perinatal Organization (MPO) and the Minnesota March of Dimes (MOD) are
examples of two organizations whose purposes focus on healthy pregnancy outcomes. The MCH steff are
involved with both groups in program planning for health professionals. The MPO targets all health
professionsinvolved in perinatal care in providing educational conferences to improve the health care of

pregnant women and newborn infants. In particular MPO as a member of the Great Plains Perinatal
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Organization has been instrumental in improving perinatal health care within the six state region through
promotion of aregionalized system of perinatal health care services. The MOD focuses on both consumer

and professiona education.

NP#18 - Percent of infants born to pregnant women receiving prenatal care beginning in the first
trimester.

The percent of infants born to pregnant women receiving prenatal care beginning in the first
trimester increased dightly, from 84.1 percent to 84.5 percent. The annual performance objective of 86.9
percent was not met. According to the April 29, 1999 Monthly Vita Statistics Report. (Vol.47, number
18), 31 states had better rates for this measure than Minnesota for non-Hispanic white women (dropping
from 29" in 1997). Minnesota s national ranking for African American women was third worst for this
measure, and second worst for Hispanic women. Minnesotd s efforts to improve early initiation of prenatal
care need to be broadly inclusive, but African American and Hispanic women should be specifically
targeted with culturally appropriate interventions to reduce their larger disparities.

Title V staff continued to work with public health agencies, area representatives in managed care,
and local providers to create a comprehensive, population-based model of prenatal care. Within this model,
early identification and initiation of prenatal care is emphasized. Populations within the geographic district
who have the lowest rate of initiation of early prenatal care will be targeted to improve those rates.

See a'so activities previously described for NP #15 (percent of very low birth weight live births) in
the Infrastructure Building Services component of this report which addresses disparities, and activities
described under NP #18 in the Enabling Services component which includes strategies for early prenatal

care.

B. Children and Adolescents

NP # 16 - The rate (per 100,000) of suicide deaths among youths aged 15-19.

The 1998 rate (per 100,000) for suicide deasths among youth, ages 15-19, was 8.9. The rate of suicide
deaths to youth, ages 15-19, declined, from 9.8 (1996) to 8.9 (1997 and 1998) per 100,000 youth.

The performance objective has been exceeded.

Suicide Prevention Initiative
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At the direction of the 1999 Minnesota Legidature (Ch. 245, Article 1, Section 3),the Minnesota
Department of Health (MDH) conducted a study of suicide in Minnesota and, in consultation with alarge
group of stakeholders, developed a statewide suicide prevention plan. The plan includes recommendations
from the Commissioner of Health and suggested strategies from an ad hoc advisory group. Thereport is
the first step in implementing a comprehensive suicide plan across multiple organizations in the public and
private sectors. The ad hoc advisory group will continue to work with MDH to implement
recommendations from the report and develop both policy and funding recommendations for consideration
by state agencies, the legidature, and private sector and non-profit partners who have arole in suicide

prevention.

Adolescent Health Promotion

The MDH has continued efforts to develop a “MN Adolescent Health Action Plan” based on a
healthy youth development framework. This project is a collaborative effort with the University of
Minnesota and community partners from throughout that state (including adolescents). This project
includes devel opment of a framework, evaluation of adolescent health data, devel opment of
(recommendations for action), identification of resources to support the action steps, and engagement of
key stakeholders in implementing the action steps.

The MN Alliance with Y outh is another broad community collaborative in which the MN
Department of Health continued to play acritical role. The god of this “movement” isto help local
communities promote healthy children and youth through a healthy youth development mode. Activities
included training on youth development and community collaboration, technical assistance to support local

community efforts and public awareness campaigns to engage people in the project.

GLBT Initiative

The Gay, Lesbian, Bisexual, Transgender (GLBT) Y outh Health Initiative as a distinct project
ended in 1999. Its purpose was to assess and increase awareness of the health needs of GLBT youth and
promote strategies and resources to effectively meet these needs.

The information gained about the health needs of this population as well as the strategies and
resources identified have now been integrated into other MDH public health initiatives, such as suicide
prevention, reduction of youth risks behaviors including tobacco, school health and children’s mental

health, and the adolescent health action plan.
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Social-emotional Health Promotion

Activities from the past year include completion and evaluation of the University of Colorado's
mental health national curriculum for school nurses. 40 school nurses participated in the training held in
June/July 1999. It is expected that anational curriculum, including a Minnesota-developed GLBT youth
health module, will be released in September 2000.

MCH staff developed three departmental roundtables on social/emotional/well-being of students held
in January, February and April 2000. The presenting panels included school administrators, local public
health, and youth. Recommendations for continuation of the roundtable series was provided by the
approximately 60 staff attending each session.

Staff continue to refine the mental health promotion strategies created and documented in Public
Health Goals 2004. A compedium of al mental health technical support requests by local public health
agencies across the state will be completed by May 2000, in conjunction with spring regional meetings of
loca CHS agencies. Anintra-agency "menta health interest group” has met three times, with the intent to
create a statewide public health framework for mental health. Publications/presentations included a
nationally published article in the Journal of School Psychology detailing public health involvement in
youth mental health promotion, two articles in statewide publications from the Department of Human
Services and Department of Health, and severa presentations at children's mental health conferences, and

collaborative meetings.

Child and Teen Checkups

In FFY 99 the Title V Child and Teen Checkup staff provided six Child and Teen Checkup
training sessions which included instruction on mental health screening and referral. Title V staff also
provided consultation to the Department of Human Services to identify mental health screening tools that

might be used in the Child and Teen Checkups Program.

NP #12 - The percent of children without health insurance.

The most recent, state-specific analysis of the number of uninsured children 17 and under in
Minnesota estimated the uninsured rate at 3.4 percent. The same analysis estimated the proportion of
uninsured children in families whose income was 200 percent or less of applicable FPG was 70 percent.
Children in these families would be digible for either MA or MinnesotaCare based on the income digibility
criterion.

Based on the Minnesota Health Access Surveys, the rate of uninsured children 17 and under in

67



Minnesotais: 1990: 5.3 percent, 1995: 4.3 percent and 1999: 3.4 percent. The Urban Institute estimated
the number of uninsured children in the state at 5.0 percent based on a survey conducted in 1999. The
three-year moving average from the CPS for children 17 and under who were uninsured was 8.6 percent in
1996-98, 7.1 percent for 1995-97 and 7.2 percent for 1994-96. State and national analysts consider the
CPSrates to be artificialy high because of methodological reasons.

The Minnesota Department of Human Services (DHY) is the state Title XIX agency and the state
agency that administers MinnesotaCare, and the designated Title XXI agency. Working relationships
between the Title V program and DHS have been described elsewhere in this application and will be used
wherever possible to influence policy decisions in the implementation of the S-=CHIP program and the
outreach activities of both the MinnesotaCare and Medical Assistance programs. In addition, Title V
program staff will collaborate with the state affiliate of the Children’s Defense Fund in the CDF campaign

(Covering Kids) to decrease the number of uninsured children in the State.

NP #13 - Percent of potentially Medicaid eligible children receiving a service paid by the Medicaid
program.

Data supplied by the Minnesota Department of Human Services indicates dightly more than 89%
of children in Minnesota who were digible for a Medicaid-paid service, received service during federa
fiscal year 1999.

MDH Child and Teen Checkup staff provided outreach promotion activities to increase
participation in MA and MinnesotaCare’' s C& TC program. These activities included discussions of the
MA application process and forms during training for PHNs, school nurses, and county C&TC
coordinators; outreach training and technical assistance to C& TC coordinators to increase their outreach to
public and private C& TC providers; and advising health professionals and families about medical care
funding sources during consultant visits with PHN agencies.

MCSHN continued specific activities aimed at increasing MA or Minnesota Care enrollment,
including, but not limited to: (1) advising families and professionals who call the 1-800 information and
referral line about medical care funding sources and sending out applications for MA or MinnesotaCare as
appropriate ; (2) sending letters to families that apply for SSI benefits advising them they will qualify for
MA if SSI eligible; and (3) providing inservices around the state to professionals and families regarding the
changing requirements and application processes for medical funding options. MCSHN continues to

receive a significant number of calsinvolving MA, MinnesotaCare, TEFRA, and SSI digibility,
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enrollment, and appeals rights.

C. Children with Special Health Care Needs

SP#1 Number of local public health agencies which track children with identified risk factors which
may lead to chronic illness/disability.

Asof 1999, two reservations and 81 out of 87 counties provided early childhood tracking
through the Follow Along Program (FAP). Thisis up from 47 countiesin 1997. The FAP is Minnesota's
tracking system for children with identified risk factors which may lead to chronic illness/disability. The
performance objective has been exceeded.

Early childhood tracking is defined as “ periodic monitoring and assessment of infants and
toddlers at risk for health and developmental problems to ensure early identification, help, and services. To
accomplish this the Follow Along Program (FAP) has been established by MDH asits early childhood
tracking system. Asaresult of activities initiated in 1998, local public health agencies were provided with
fundsto initiate or expand FAP in their counties. Linking FAP part C child find activities to core public
health functions allowed these communities to identify the natural and supportive fit of this program with
other related activities. These funds were for atwo year period. 1n exchange for the funding local agencies
agreed to maintain the program at least one year beyond the end of the funds (June 30, 2000).

Technical assistanceto local agenciesis ongoing. A software program was developed to assist

local agencies in the management of the program.

NP #11 - The percent of children with special health care needs in the MCSHN program with a
source of insurance for primary and specialty care.

This performance objective was fully achieved reflecting that MCSHN does provide hedlth care
coverage for all families who are uninsured and those under-insured. The benefit package for children on
the program is quite expansive in its coverage (the only exceptions to coverage are in-home care and some
limitation on services).

The number of children with other health care coverage on the MCSHN program is already quite
high at 80%. At this point, MCSHN proposes to hold stable the percentage of families who have a source
of insurance for primary and specialty care through severa efforts. 1t is hoped that through the state plan
for the use of the Title XXI funds (Child Health Insurance Program-CHIP) that MCSHN will be able to
assist even more families with obtaining employer-based health care coverage. One of the proposed

components of Minnesota s plan for CHIP isto subsidize employer-sponsored insurance for uninsured
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children who are indligible for MinnesotaCare because of their access to employer-sponsored coverage.
Other activities of the MCSHN program would be to continue to be a gap filler for families whose
commercia health care coverage does not cover the special services required by children with specia health
needs. That iswhy it isvery important for MCSHN to track the number of children on the program who
have insurance as well as those who have no health care coverage. The 80% figure is useful to MCSHN to
monitor trends in health care coverage: are more families uninsured, is access to employer based coverage
too expensive for families, is the commercia coverage families obtain either privately or through employees
offering less of the benefits needed by children with special health needs? These are al questions/concerns
to be closaly followed.

MCSHN will continue to cover the items that are excluded and/or limited in present benefit sets
and to assist in the payment of co-pays and deductibles. MCSHN will also continue its efforts to expand
both the Medicaid benefit set package to include more of the services needed by this vulnerable population
(such as respite and home and vehicle modifications) and to work with health plans to inform them of the
needs of this population for specialized services (such as pediatric specialty care, pediatric equipment and
supplies and habilitative services). Additional ongoing work includes expanding the definition of medically
necessary care used by health plans to include a pediatric perspective of children’s needs for preventive and

support services.

NP #14 - The degree to which the state assures family participation in program and policy activities
in the MCSHN program.

The consensus among MCSHN staff was that this measure declined from arating of six in 1998 to
atwoin 1999. Thiswasrelated to staffing, financial, and other organizational issues.

Last fiscal year MCSHN hired a parent consultant to explore conceptually the creation of a Family
and Community Advisory Committee. The intent was to implement that report, however, because of
budget constraints and the lack of a program manager, an internal planning group pared down the
consultant’ s recommendations and considered practical approaches to thisimplementation. The decision
was made that initialy only families (not community and providers)would be members. Therefore, it will
not be a Family and Community Advisory Committee but a small group of parents will serve as Family
Consultants. It is till the intent that professionals and other community members will be added later.

It is agreed that Family Consultants must receive adequate support and training for their parent
leadership and advisory role in MCSHN, that MCSHN staff must be assigned to work the Consultants, and
that families be adequately reimbursed for their servicesto MCSHN. The role expectations of the Family
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Consultants will be clearly stated and the Family Consultants tasks must be related to areas where program
management and staff are willing to alow family involvement. MCSHN has made a commitment of funds
for the needed budget and recruitment and training of Family Consultants and other aspects of this plan are
in beginning stages, with the objective of having approximately six Family Consultants within the next
fiscal year.

It is hoped that this year nothing will forestall plans to have Family Consultants hired, trained, and
functioning in an advisory role. However, as delays were experienced by not having a section manager this
past year there could be further delays in implementation due to the hiring of a new program manager. The
fact that a contract is in place with an external provider to recruit parents as well as plansin place for
parents to provide inservice training to MCSHN staff should assure our ability to reach our performance

god.

D. Infrastructure Building Services Affecting All MCH Populations

SP # 7 - The number of counties with a Children’s Mental Health Collaborative or a Family Service
Collaborative

There are two types of collaboratives in Minnesota: Children’s Mental Health Collaboratives
(CMHC) and Family Service Collaboratives (FSC). Some counties may have one or the other, some may
have both and some have an integrated or combined collaborative. The availability of funding is
stimulating growth in the number of participating counties. As of May, 2000, 16 counties had no
collaborative, 10 counties had only a CMHC, 27 counties had a combined collaborative and 42 counties
had only a FSC. The performance objective was exceeded.

Children’s Mental Health Collaboratives

The Children’s Mental Health Collaborativeis alocal integrated service delivery system designed
to coordinate an array of services and community supports across multiple systems, so that the health needs
of children and their families can be better addressed. The local partnership includes such governmental
agencies as corrections, education, public health, social services, vocationa services, and a community-
appropriate array of non-governmental entities including parents; parent, consumer, community, civic, and
religious organizations, private and non profit mental and physical health care providers; culturally specific
organizations; and local foundations and businesses.

Public health participation is critical to success of the collaborative development process, which

often builds on the foundation of services aready in place. Collaboratives utilize public health data and
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information, and draw on public health expertise and knowledge of the community in their planning and
assessment processes. Analysis of local public health agency plansindicates an increase in public health
recognition of children’s mental health issues and efforts to collaborate with other available resources to
meet these needs. In particular, public health staff promote the prevention, early identification, and early
intervention perspectives of the children’s mental health systems. Of necessity, much of the collaborative
activity isfocused on “deep end needs’. The overall state and community goal is to move the focus closer
to prevention and early identification/intervention approaches. At both the state and community levels,
interagency work is building a framework for this change to take place. Title V staff were involved in
interagency activities at the state level, in devel oping the governing and administrative structures, and in
collaborative efforts at the local community level. Thiswas accomplished through provision of technical
assistance to local MCH and children’s mental health collaborative staff.

Family Services Collaboratives (FSC)

Beginning in 1995, grants for implementation of collaboratives were designated for communities
that devel oped measurable goas and a comprehensive plan to improve services for children and families.
During 1999, 98 percent of Minnesota’s children lived in communities participating in one of 82 FSC's.
Twelve original family services collaboratives were in their fifth and final year of funding under the state
grant. Staff of the Family Services and Children’s Mental Health Collaboratives public agency partners
continue to engage in random moment time studies (Local Collaborative Time Studies) administered by the
Minnesota Department of Human Services to generate reimbursement for activities conducted under federal
Titles XIX and IV .E. The funds generated under this activity ($30 million in revenue enhancement in 1998)
return to a collaborative' s integrated fund and must be used by the collaborative to expand prevention and
early intervention services for children and families in the community.

Technical support to the local collaborativesis coordinated through interdisciplinary focus teams
comprised of state and community level staff. Integrated service delivery systems, governance,
information systems and evaluation, and integrated financing are among the broad topic areas addressed by
the focusteams. The state public health system is represented by Title V staff working on systems
development, children’s mental health, children with special health needs, data and information systems,
and public health nursing. The professional maternal and child health expertise, both in and outside the
Family Hedlth Division, is made available to communities as needs are identified. At thelocal level, CHB
staff are often partners in the collaboratives and find the collaborative goals, objectives, and integrated
services delivery venues (one-stop shopping) appropriate to their MCH-related goals, objectives, and
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activities. These staff also contribute their MCH health-related expertise to the collaborative technical
assistance delivery system in the state.

2.5 PROGRESS ON OUTCOME MEASURES
Please see Form 12 and the narrative which follows.
A. Infant Mortality

The 1998 infant mortality rate for the state of Minnesota was 5.92 deaths per 1000 live resident
births. Thisisthe lowest infant mortality rate ever recorded in the state and is identical to the previous
year'srate. For the fourth consecutive year, the state’ s rate was lower than the Healthy People 2000 goal
of 7 deaths per 1000. 1998 marks the third year that the state’ s rate met the Minnesota Public Health year
2000 objective of no more than 6 deaths per 1000 live births.

B. Infant Mortality Ratio: Black/White

The 1997 ratio, of the mortality rates for infants born to African American mothers as compared to
infants born to white mothers, was 2.75. Thereis no directly applicable Healthy People 2000 goal for this
ratio, but a separate goal does exist for black infant mortality, at no more than 11 per 1000 live births. In
Minnesota the 1997 infant mortality rate for African American births was 14.0. Because there are
relatively few African American infant desths in a single year (ranging from 39 to 56 annually over the
past five years) the Minnesota Public Health objective for the year 2000 is stated as reducing the ratio of
the five-year average African American to white infant mortality rate. The specific objective calsfor a
reduction in the five-year running average ratio, from 2.4 (1991 data) to 1.5. Since 1985, the ratio has
risen from 1.8 to its current level of 2.75, as measured in the five-year average for 1997. Thisincreasein
the ratio is driven by the unequal reductions seen in the infant mortality rates of the two populations. While
the mortality rate for infants born to African American mothers has shown a steady decline, the mortality
rate has declined even more for infants born to white mothers. The five-year 1978-82 rate for African
Americans was 22.6 and dropped to 13.8 for 1992-96; the comparable 1978-82 rate for whites was 10.2
which declined to 5.9 in the 1992-96 time frame.

C. Neonatal Mortality

Neonatal mortality rates rose slowly between 1990 and 1994 and declined between 1995 and 1997.
The neonatal mortality rate rose dightly in 1998 to 4.06 from its 1997 level of 3.74. This current rate
exceeds the Healthy People 2000 goal of 4.5 per 1000.
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D. Postneonatal Mortality
Minnesota's 1998 postneonatal mortality rate is 1.86 per 1000 live resident births. Thisisthe
third year the state rate exceeded the Healthy People 2000 goal of 2.5 deaths per 1000.

E. Perinatal Mortality

The 1998 perinatal mortality rateis 6.5 deaths per 1000 live resident births plus fetal deaths. (The
numerator is comprised of deaths to infants aged less than seven days, plus fetal deaths occurring at
gestation of 20 weeks or less. The denominator islive resident births plus fetal deaths of 20 weeks
gestation or more. This measure has shown an average gradual decline over the past seven years, and is

now at an all-time low.

F. Child Death

The 1997 child death rate for 1-14 year-olds in Minnesota was 21.4 per 100,000 children of that
agerange. This exceeds the National age-related mortality objective of 28 per 100,000. Minnesota’'s
current rate is dightly higher than the 1996 rate of 20 per 100,000, which was the lowest ever recorded in

the state for this measure.

G. Relationships

The Title V outcome measures are focused on various aspects of infant and child mortality.
To the extent that any of these measures improved, it follows that a collective contributory positive impact
could have occurred, involving a number of different performance measures. Three of the six TitleV
outcome measures did show improvement during the reporting period. Post neonatal mortality declined by
0.33 deaths per thousand births, or about 22 actual deaths during a one-year period. Perinatal mo